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MIDICEL differs from ordinary sulfonamides because it affords all these clinical advantages: 
I tablet-a-day schedule—greater convenience and economy for patients - rapid effect —prompt 
absorption - prolonged action — effective plasma and tissue concentrations sustained day and night 
with 1 tablet daily - wide antibacterial spectrum-—effective in urinary tract infections, upper 
respiratory infections, bacillary dysenteries, and surgical and soft tissue infections,due to sulfona- 
mide-sensitive organisms - well tolerated—low dosage and high solubility minimize possibility of 
crystalluria. 


Adult Dosage: Initial (first day) —2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe 
infections. Maintenance— 1 tablet (0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for details 
of dosage and administration. Available: Quarter-scored tablets of 0.5 Gm., bottles of 24, 100, and 1,000. 
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Until the discovery of DECADRON* by MERCK SHARP & DOHME, when your diabetic patients were 
also in need of corticosteroid treatment, you were often faced with a difficult therapeutic dilemma. 
Diabetes mellitus was a recognized contraindication to the use of corticosteroids, since they not 
only aggravated the existing diabetic symptoms, but often precipitated laterit diabetes. 


many diabetic patients 


may have FULL 
BENEFITS 


CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all anti-inflammatory corticosteroids—is 
remarkable for its virtual absence of diabetogenic effect in therapeutic doses. 


In clinical trials with some 1,500 patients glycosuria 
was noted in only two, transitory glycosuria in another 
two, and flattening of the glucose tolerance curve in 
one. There were no instances of aggravation of existing 
diabetes, no increase in insulin requirements. Patients 
whose diabetes was severely aggravated on predniso- 
lone showed good tolerance when transferred to 
DECADRON. 

MORE patients can be treated with DECADRON than 
with other corticosteroids, because in addition to being 
practically free of diabetogenic activity, therapy with 
DECADRON is also practically free of sodium retention, 
potassium depletion, hypertension, edema and psychic 
disturbances. Cushingoid effects are fewer and milder. 
DECADRON has not caused any new or “peculiar’’ re- 
actions, and has produced neither euphoria nor depres- 
sion, but helps restore a “‘natural’’ sense of well-being. 


DEXAMETHASONE 


. *DECADRON is a trademark of M k & Co., Inc., ©1958 Merck 
to treat more patients &Co, Inc. 
MERCK SHARP & DOHME 
92 more effectively DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 
A. G. JEFFERSON 
Ground Floor Allied Arts Bldg. 


Exclusively Optical 


At All 


DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


SAFE SERVICE ORUG STORES 
Prescription Specialists 
| Lynchburg, Va. Martinsville, Va. 


Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 
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are physicians 


. The medicine men of old and 
their mystical remedies have just about 


One of a Series of Newspaper Ads disappeared. Today, medical science knows 

i the causes of most illnesses and has developed 
Directed to Your Patients medicines and treatments for their cure. 
and Our Customers.... Occasionally, however, when you're ill, you may 


<j EOP. 


| 
Inc get voodoo-medicine advice from self-appointed 
medicine men. If you do . . . disregard it. 
Always heed your physician, not superstitious 
neighbors. And, should your physician prescribe one 


of today’s modern drugs, entrust his 
prescription to Peoples for quick accurate service 
. - priced with uniform economy. 


Bring Your Next Prescription to Peoples 


PEOPLES Certified 
PRESCRIPTIONS 


& AT ALL PEOPLES SERVICE DRUG STORES 
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A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 
of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective as far as 
antiallergie activities are concerned... [hydroxyzine] has been found, 
by comparison, to be the most potent thus far...” 

“The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.”? 


PLUS 


PSYCHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 
The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. “Adverse reactions were minimal.’ 


RECOMMENDED ORAL DOSAGE: 50 mg. ¢.i.d. initially; adjust ac- 
cording to individual response. 

VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10 cc. vials and 2 ec. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
REFERENCES: 

1, Eisenberg, B. C.: Clinical Medicine 5:897-904 (July) 1958. 

2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 

8. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
*Trademark 
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CATASTROPHIC HOSPITAL AND NURSE EXPENSE 
and 


PROFESSIONAL OVERHEAD 


From time to time members have brought to our attention the 
existence of various plans of personal insurance sponsored by one or 
more Associations. As a result your Insurance Committee has inves- 
tigated various contracts available. Accordingly, The Medical So- 
ciety of Virginia is pleased to announce its own approved plans of 
personal insurance underwritten by the American Casualty Com- 
pany, Reading, Pennsylvania. 


Beyond question our Program is one of the broadest and most com- 
prehensive of any sponsored by a professional association. All 
members under age 70 in active full time practice and their de- 
pendents are eligible to apply. 


Customarily, 2 minimum requirement of 50% participation of the 
eligible membership is necessary to waive underwriting and accept 
all who apply. Under our Society’s Program we need only 500 ap- 
plications under each plan to achieve this vital concession. Therefore, 
we urge that you carefully consider the brochures that were mailed 
you and return your applications as early as possible to the admin- 
istrator, David A. Dyer, Medical Arts Building, Roanoke. 


Our Program is truly outstanding, and we anticipate an overwhelm- 
ing response. Please act now. It is your approved plan. 


ANDREW F. GiesEn, M.D., Chairman 
Insurance Committee 
The Medical Society of Virginia 
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tastes 


the straws just symbol- 
ize the good flavor! And 
DIMETANE EXPECTORANT 
for cough is as effec- 
tive as it is delicious. 
FORMULA: each 5 ce. (1 
teaspoonful) contains: 
DIMETANE (Parabrom- 
dylamine Maleate) 2.0 
mg.; Glyceryl Guaiaco- 
late 100.0 mg.; Phenyl- 
ephrine Hydrochloride, 
USP 5.0 mg.; Phenyl- 
propanolamine Hydro- 
chloride, NNR 5.0 mg.; 
Alcohol 3.5% in a good- 


tasting aromatic base. 


Dimetane Expectorant 


ul . 
Parabromdylamine Maleate 2.0 


Phenylephrine ... $.0 meg. 
Phenylpropanolamine HCl __.5.0 mg. 
Glyceryl Guaiacolate .100.0 mg. 


Alcohol 3.5 per cent 
In a palatable aromatic base 
CAUTION: 
Federal law prohibits dispensing 
7 without prescription. 
Average Dose: 
Adults— 
| 1to 2 teaspoonfuls four times a day. 
Children— 
. One-half to 1 teaspoonful three 
‘ or four times a day. 


¥ ADOITIONAL INFORMATION TO PHYSICIANS 
ON REQUEST 


— 


works 
Ctrer 


combines the unsur- 
passed antihistamine 
Dimetane with the clin- 
ically proven expecto- 
rant glyceryl guaiacol- 
ate (which increases 
R.T. Ealmost 200% ) and 
two recognized decon- 
gestants. When addition- 
al cough suppressant 
action is indicated, pre- 
scribe DIMETANE EXPEC- 
TORANT-DC, which pro- 
vides the basi¢ formula 
with dihydrocodeinone 
bitartrate 1.8 mg. per 
5 cc. (exempt pee? 


DimetaneExpectorantDC 


(WITH DIHYOROCODEINONE BITARTRATE 1.8 MG./SCC) 
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The highest levels 
of Filmtab Com- 
pocillin-VK. 

@@ The median levels 
of Filmtab Com- 
pocillin-VK. 

Note the high upper levels 

and averages at % hour, 

and at 1 hour. 

Doses of 400,000 units 

were administered before 

mealtime to 40 subjects 
involved in this study. 
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The High 
Protein Diet 


Meat, of course, is an outstanding source of 
protein, but it can easily be reinforced with 
other protein foods. For instance, a fluffy 
omelet folded over penny-sliced frankfurters, 
ground cooked meat, flaked fish or cheese is 
both tempting and economical. 

A green salad topped generously with shoe- 
strings of meat and cheese carries its weight in 


United States Brewers Foundation hy 
Beer — America’s Beverage of Moderation 


| ...and may we 
remind you that 
a glass of beer 
can make high 
protein diets 
more palatable? 


protein. Cottage cheese for extra protein is 
especially tasty in a salad or as a spread on 
dark bread. An egg white whipped into fruit 
juice makes a frothy flip—and fruit and cheese 
for dessert give a big protein boost. For 
variety’s sake a frosty glass of beer* adds zest 
to any meal as well as protein to the diet. 


*Protein 0.8 Gm.; Calories 104/8 oz. glass (Average of American Beers) 


mon? 


If you'd like reprints of 12 different diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 
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ARE INDICATE 
VENT-AIR POSSESS THES 


Four peripheral vents 


Corneal apical clearance 


Ultra-Smoothness of Inner 
and Outer Surfaces 


Highly absorptive methyl- 
methacrylate composition 


Precision-ground 


Custom-fitted 


Hyper-thinness of edge 
or center 


Widest range of inner 
radii 

Cosmetic, pin-hole and 
tinted effects 


Permit topical circulation of lachry 


ular secretions without excessive motility 
Favors normal corneal metabolism and oxygenation 


Avoid limbal epithelial and tarsal conjunctival 
exacerbation 


Simulates ‘‘wetting’ and moisture-retention pro- 
perties of cornea (of military specification) 


Prescriptive qualities exact to + 0.12 D. with 


precise allowance for vertex refraction and 


“chrymal factor (exact to .02 mm radius in. inner 
curvature) 


In uni-, bi-, or tri-curve radii conforming to corneal 
peripheral asphericities 


Maintains uniform thickness in high myopia or 
hyperopia approximating .20 mm irrespective of 
power 

From 5.0 to 10.00 mm providing for extremes of 
_keratoconic and megaloglobic dimensions 


“flee leucomatous, polyopic, iridodialytic and albia 
ic conditions or other cornea, or media anomalies. 


ADVANTAGES 
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— LENS LABORATORIES NEW YORKN. 


| ‘ unique 
| 3-dimensional 
| nutritional 
protectant 

| does more 

| for your 
pregnant 
| patients! 


Dose of three BIVAM tablets provides: 


Citrus Bioflavonoid Compound* . 100mg 
Ascorbic Acid (C). . . 100mg. 
Caicium Lactate ..... . 1 Gm. 
Ferrous Gluconate. . . . . . 100mg. 
VitaminA. . . . . 6000 U.S.P. Units 
VitaminD. 600 U.S.P. Units 
Thiamine Mononitrate (Bi) . eS 3 mg. 
3 meg. 

ridoxine HCI (Bs) . . . 3 mg. 
Vitamin Bi2 

(cobalamin concentrate). . . 3mcg. 
Niacinamide. . «© 25mg. 
d, Calcium Pantothenate 5 mg. 
Folic Acid. . © « « mg. 
Menadione (K) . 1 mg 
Vitamin E (dil, alpha 

tocopheryl acetate) . . . 1 Int, Unit 
« ee. 6 % 1 mg. 


= *Contains the many active bioflavonoid fac- 
i tors of the specially processed water-soluble 
bioflavonoid complex from citrus, 


TABLETS 


the new third dimension 
in prenatal protection 


bioflavonoids 
plus... multiple vitamins 
and... multiple minerals 


(phosphorus-free calcium) 


Bottles of 100, 300 
and 1000 tablets. 


supplied: 
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“Tt is concluded that 


the addition of 
buffering agents to 
acetylsalicylic acid 
the concentrations used 
serves no clinically 


detectable useful purpose” 


'Sadove, MaxS. and Schwartz, Lester: An Evalua- t 
; tion of Buffered Versus Nonbuffered Acetylsalicylic i 
; Acid, Postgraduate Medicine; 24:183, August, 1958. { 


Nonbuffered Material Used—Bayer® Aspirin. 
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DIURIL, WITH RESERPINE 

j more hypertensives can be better controlled 


with DIUPRES than with any other agent 
) ... with greater simplicity and convenience 


a 


> 
. — | 
240 
‘ 


a logical alliance of two antihypertensives 
you know and trust provides 


increased effectiveness, decreased side effects 


potentiated effect 
DIUPRES produces an effect greater than either pruRIL or reserpine alone. It is effective 
in many patients who respond inadequately or not at all to either DIURIL or reserpine. 


Average antihypertensive effect Average anwdhypertensive effect 
Of rauwolfia and rauwolfia+DIURIL of reserpin 


after 12 weeks control: reserpine: DIURIL 
6 months after (12.3% +reserpine: 
rauwolfia adding reduction) (26.2% 
therapy DIURIL DIURIL reduction) 


260 sane 
240 
\ 220 


DIURIL, WITH RESERPINE 


effective therapy for most patients 
DIUPRES by itself usually provides effective therapy for a 
majority of patients with mild or moderate hypertension, 
and even for many patients with severe hypertension. 
Many patients now treated with other agents which fre- 
quently cause distressing side effects can be adequately 
managed with well tolerated DIUPREs. 


provides basic therapy 

Should other drugs need to be added to piuPREs, they can 
be given in much lower than usual dosage so that their 
side effects are often strikingly reduced. 


rapid onset of effect 

The antihypertensive action of DIUPREs is rapidly evident. 
(Considerable time may elapse before the antihyperten- 
sive effect of reserpine alone is observed.) 


fewer and less severe side effects 
DIUPRES may be expected to cause fewer and less severe 
side effects than are encountered with other antihyper- 
tensive therapy. (Since DIURIL and reserpine potentiate 
each other, the required dosage of each is usually less 
when given together as DIUPRES than when given alone. 
Such reduction in dosage makes side effects less likely 
to occur.) 


often obviates weight gain 

DIUPRES minimizes the problem of weight gain seen with 
reserpine (reserpine alone has been reported to produce 
weight gain in 50 per cent of patients).'-* 


virtually eliminates fluid retention 
DIUPRES is not likely to cause either clinical or subclinical 
retention of sodium and water. (Hypotensive drugs, par- 


ticularly rauwolfia® and hydralazine,® may cause fluid 
retention. Even when such retention is subclinical, their 
antihypertensive effectiveness is diminished.*®) 


diet more palatable 
With piuprRes, there is less need for rigid restriction of 
dietary salt, which patients find so burdensome. 
“It may well be that the drug [pDiuRIL] produces 
the benefits of a markedly restricted low sodium 
diet but without its hardships.”* 


Subjective and objective improvement 
DIUPRES allays anxiety and tension, thus reducing the 
emotional component of hypertension. Organic changes 
of hypertension may be arrested and reversed. Headache, 
dizziness, palpitations and tachycardia are usually 
promptly relieved by piuPREs. When the anginal syn- 
drome accompanies hypertension, the administration of 
DIUPRES may also cause diminution or even disappear- 
ance of this syndrome concurrent with control of the 
hypertension. 


convenient, controlled dosage 

Instead of two separate prescriptions, you write one pre- 
scription . . . the patient takes one tablet, rather than two 
different tablets .. . and the dosage schedule is easier for 
the patient to remember and follow. 

“patients have fewer lapses and make fewer mis- 
takes in dosage, the simpler the regimen can be 
made. Therefore I do not hesitate to use more 
than one medicament combined in one tablet, 
provided this gives approximately the correct 
dosage of each.”® 


economical 
DIUPRES will cost the patient less than if he were given 
two separate prescriptions for its components. 


sat 
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Indications: 
DIUPRES is indicated in hypertension of all degrees of 
severity. It can be used in the following ways: 


e as total therapy 
e as primary therapy, adding other drugs if necessary 


e as replacement or adjunctive therapy in patients 
now treated with other agents 


Precautions: 

; The precautions normally observed with DIURIL or reserpine 
apply to prupREs. Additional information on DIUPRES is 
available to physicians on request. 


Recommended dosage range: 
DIUPRES-500—one tablet one to three times a day. 
DIUPRES-250—one tablet one to four times a day. 

If necessary, other agents may be added. 

If the patient is receiving ganglion blocking agents 

or hydralazine, their wosage should be cut 

by 50 per cent when piupREs is added. 


DIUPRES-500 


500 mg. piuriL (chlorothiazide), 0.125 mg. reserpine. 
bis Bottles of 100, 1000. 


DIUPRES-250 


pece- 250 mg. piurIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


the first “wide range” antihypertensive 
ii || : 


DIURIL, WITH RESERPINE 


1. Rochelle, J. B., III, Bullock, A. C., and Ford, R. V.: Potentiation of antihypertensive therapy by use 
of chlorothiazide, J.A.M.A. 168:410, Sept. 27, 1958. 2. Freis, E. D., Wanko, A., Wilson, I. M., and Parrish, 
A. E.: Treatment of essential hypertension with chlorothiazide (Diuril), J.A.M.A. 166:137, Jan. 11, 1958. 
3. Freis, E. D.: Treatment of hypertension. (Presented at the Annual Meeting of Southern Medical Asso- 
ciation, Nov. 13, 1957.) 4. Moyer, J. H., Dennis, E., and Ford, R.: Drug therapy (Rauwolfia) of hyper- 
tension, A.M.A. Arch. Int. Med. 96:530, Oct. 1955. 5. Perera, G. A.: Edema and congestive failure related 
to administration of rauwolfia serpentina, J.A.M.A. 159:439, Oct. 1, 1955. 6. Wilkins, R. W.: Precautions 
in use of antihypertensive drugs, including chlorothiazide, J.A.M.A. 167:801, June 14, 1958. 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc. PHILADELPHIA 1, PA. 


*DIUPRES and DIURIL (chiorothiazide) are trademarks of Merck & Co., Inc 
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Doctors, too, like “Premarin? 


dee doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 
Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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Exactly how 


does new Halodrin* restore the 


“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health. strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause —the years when her hormone production is highest. 

The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. 

On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethinyl] estradiol is about 2 to 2" times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 

Each Halodrin tablet contains 20 micrograms of ethinyl estradiol. which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 
of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 

Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 


monal effects, one of which, in common with ethiny! estradiol, is a powerful anabolic action so desirable in 
patients of advanced years. 


STRAOCEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1958, THE UPJOHN COMPANY | Upiohn | 
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(calculated from average 24-hour urinary excretion 


of estradiol, estrone, and estriol) 


Menstruation 
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Average daily secretion, 
premenopausal 
Average daily secretion, 
postmenopausal 
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THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer ¢ promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 
Hycodan® 
Dihydrocodeinone Bitartrate ......... 5 mt 
(Warning: May be habit-forming) 6.5 mg. 
Homatropine Methylbromide ........ 1.5 mg. 
Ammonium Chloride .......... 60 mg. 


Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 


Federal law permits oral prescription. 


Literature on request 
Endo ENDO LABORATORIES 
Richmond Hill 18, New York 
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DEXA METHASONE 


to treat more patients mo more effectively 


a new order of magnitude in therapeutic effectiveness 
a new order of magnitude in margin of safety 


Excellent and good-to-excellent results are reported? with 
DECADRON in nearly all of 362 patients with various allergic 
disorders, including a number of cases who had failed to 
respond to other corticosteroids. No major reactions were 
observed in these extensive clinical studies even after four 
months of continuous therapy—DECADRON produced no 
peptic ulcer, no diabetes, no significant hypertension, no 
sodium retention, no potassium depletion, no edema, no 
undesirable psychic reactions, and no unusual or new side 
effects. Less than five per cent of patients experienced minor 
reactions, none of which prevented continuing administra- 
tion of DECADRON. 

Moreover, several investigators report that side effects in- 
duced by previous corticosteroid therapy such as gastric 


intolerance, peripheral edema, headache, vertigo, muscle 
weakness, ecchymoses, flushing, sweating, moon facies, 
hypertension, hirsutism, and acne often disappeared during 
therapy with DECADRON. tAnalysis of clinical reports. 

Dosage: One 0.75 mg. tablet of DECADRON will replace one 4 mg. 
tablet of methylprednisolone or triamcinolone, one 5 mg. tablet of 


prednisone or prednisolone, one 20 mg. tablet of hydrocortisone, or 
one 25 mg. tablet of cortisone. 


Detailed information on dosage and precautions is available to phy- 
sicians on request. 

Supplied: As 0.75 and 0.5 mg. scored, pentagon-shaped tablets in 
bottles of 100. 


©1958 Merck & Co., Inc. *DECADRON is a trademark of Merck & 
Co., Inc. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Tetracycline with Citric Acid LEDERLE 


DERLE LABORATORIES, 


a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qatari) 


A workhorse 
“mycin” 

for 

common 

infections 


respiratory infections 


prompt, 
high biood levels 


consistently 
reliable 

and reproducible 
biood levels 


minimal 
adverse reactions 


With well-tolerated CYCLAMYCIN, you will find 
it possible to control many common infections 
rapidly and to do so with remarkable freedom 
from untoward reactions. CYCLAMYCIN js in- 
dicated in numerous bacterial invasions of the 
respiratory system—lobar pneumonia, bron- 
chopneumonia, tracheitis, bronchitis, and other 
acute infections. It has been proved effective 
against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococc' and 
many strains of staphylococci, including some 
resistant to other “mycins.” Supplied as Cap- 
sules, 125 and 250 mg,, vials of 36; Oral 
Suspension, 125 mg. per 5S-cc. teaspoonful, 
bottles of 2 fil. oz. 


CYCLAMYCIN: 


Triacetyloleandomycin, Wyeth 


é 
* Conforms to Code for Advertising Wyeth 


® 
eae”. Philadelphia 1, Pa. 
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ANALGESIC 


NON-SEDATIVE ANALGESIC 


CONTRAMAL 
WITH CODEINE 


PHOSPHATE 
15 MG 


(NO. 2) 


ASPIRIN 


FORMULA 

EACH CAPSULE CONTAINS: 

Acetyl-p-aminophenol 

(5 gr. 325 mg. 
(Acetaminophen) 

Salicylamide (3% gr.) 
Caffeine 


225 mg. 
30 mg. 


OPAQUE PINK AND GRAY 
CAPSULES 

Also supplied as Contramal with 
Codeine Phosphate 15 mg. (No. 2, 
Opaque Yellow Capsules) and 
Contramal with Codeine Phos- 
phate 30 mg. (No. 3, Opaque 
Scarlet Capsules). 


FULL-DOSE 
ANALGESIC 


CONTRAMAL 
WITH CODEINE 
PHOSPHATE 
30 MG. 
(NO. 3) 


“FREE 


CONTRAMAL 


(Non-Sedative Analgesic! 


INDICATIONS: 


Simple headache, pain and di with the 
common cold and grippe, sciatica, bursitis, rheumatic and 
arthritic pain, myositis, after minor surgery and dental 
extractions, and generally where the relief of pain without 
sedation is desired. 

DOSAGE: 

Contramal—<Adults, one or two capsules initially, followed 
by one capsule every three to four hours. Contramal with 
Codeine Phosphate No. 2 and No. 3—Adults, one capsule as 
required. 


NOTE: 


Contramal with Codeine Phosphate Capsules, both strengths, 


are Class B Narcotic Preparations (Oral prescriptions 
permitted). 


SUPPLIED: 


Contramal—Bottles of 100 and 1,000 capsules. 
Contramal with Codeine Phosphate No. 2 and No. 3, Bottles 
of 24, 100, and 500 capsules. 


fart 
‘ort 


NON-SEDATIVE 
: 


ANALGESIC 


SEDATIVE-ANALGESIC 


ANADOL WITH 
CODEINE PHOSPHATE 
Y GR. (NO. 3) 


NADOL WITH CODEINE AVOIDS ACIDITY 
PHOSPHATE Y% GR (NO. 2) 


ANADOL 


(Sedative-Analgesic) 
ANADOL 
INDICATIONS: 


Tension headache, dysmenorrhea, premenstrual tension, bursitis, 
FORMULA neuralgia and neuritis, pain and discomfort associated with the 
common cold and grippe, after minor surgery and dental 
EACH TABLET CONTAINS: extractions, and wherever the relief of pain and mild sedation 
Phenobarbital \% gr. are indicated. : 
Warning—May be habit 
DOSAGE: 
Acetaminophen 2% gr. Anadol—Adults, one or two tablets every four hours. Children 
Salicylamide 3% gr. (over 5 years) one-half to one tablet every four hours. Anadol 
Hyoscyamine Sulfate 0.0004 gr. with Codeine Phosphate, botn strengths, one tablet as required. 
Atropine Sulfate 0.00002 gr. 
Scopolamine ° 
Hydrobromide 0.00008 gr. CAUTION: 


Federal law prohibits dispensing without prescription. Anado: 
with Codeine gr. %4 and gr. % are Class B Narcotic Preparations 
WHITE COMPRESSED TABLETS (Oral prescriptions permitted). 


Also supplied as Anadol with SUPPLIED: 

nate, 4 (No.2 —“Anadol—Bottles of 100 and 1000 tablets. 

Codeine Phosphate % gr. (No Anadol with Codeine Phosphate (both strengths)—Bottles of 
3 ; 24, 100, and 500 tablets. 

3, Yellow Tablets). 
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NICOZOL. w/Reserpine 


for the aged patient 


. . « when mental decline 
is complicated by 


marked agitation 


helps reverse cerebral 
deterioration . . . while it 

_ stimulates body function . . . 


and calms the emotions. 


for a 3-way synergistic action . . 
Each tablet NICOZOL w/Reserpine contains: 
Pentylenetetrazol ...100 mg. (cerebral stimulant & analeptic ) 


Eee 50 mg. ( vasodilator ) 
Reserpine -................ 0.25 mg. (tranquilizer-sedative ) 
ee 1,2 
Clinically Established IN A HOME 
In studies of 75 patients (average age—72), with typical “. . . patients who other- 
mental and emotional symptoms together with alternate wise would have re- 
periods of depression and agitation, 87% showed gratifying | quired institutionalized 
response to NICOZOL w/RESERPINE, care were managed at 

“This therapy afforded relief of agitation . . . improved home a 459 

memory, behavior, sociability, appearance and tidi- Prescribed early, NICO- 

ness. Symptoms ‘of confusion, aggressiveness, hostility ZOL w/RESERPINE 

and disorientation also were relieved.” Fewer side may avoid later commit- 

effects were noted. ment to nursing homes or 

state hospitals.”!,2 
Write for professional JIRYG 1. Proctor, R. C.: Clin. Med. 6: 717 
samples and literature Specialté (June) 1957 
specialties 


2. Proctor, H. ., Bailey, W. H. and 


NC. Morehouse, W. G.: J. Am. Geri- 
— atries Soc. (April) 1958. 
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REFRACTORY 
CASES 
RESPOND 10 


NEW 


OXYPHENCYCLIMINE HYDROCHLORIDE 


POTENT ANTICHOLINERGIC ACTION 


curbs secretion when excessive 
normalizes motility when overactive 


Activity appears to be restricted to the desired site of action. 
Predictable therapeutic response in refractory cases. 


Potency and Prolonged Duration of Action 
10 mg. b.i.d. Average Dose + Supplied as: 
10 mg. white, scored tablets 


References: 1. Finkelstein, Murray: Journal of 
Pharmacology and Experimental Therapeutics, in 

press, 2. Winkelstein, Asher: Paper in preparation. 
Trademark 


Pfizer) Science for the world’s well-being 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., _ 
Brooklyn 6, N. Y. 
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BESK-High vitarnin w=iues tor your patients 
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in the n 
patient: a 


| ve 
| 95% effective in published cases 
| 
No. of OM 
Conditions treated Patients 
N 
ALL INFECTIONS 558 80 30 
Respiratory infections 258 : 19 
| Pharyngitis and/or tonsillitis 65 ee 2 
| Pneumonia 90 17 7 
Infectious asthma 44 
| Otitis media 31 2 Sa 
Other respiratory 28 7? 4 
| (bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) 
Skin and soft tissue infections 230 36 1 . 
Infected wounds, incisions and 
| lacerations 41 8 
Abscesses 51 
| Furunculosis 58 6 1 \ 
Acne, pustular 43 15 ~ 
| Pyoderma 19 ra 
Other skin and soft tissue 18 1 ~ — 
| (infected burns, cellulitis, |= 
impetigo, ulcers, others) 
Genitourinary infections 28 3 6 
Acute pyelitis and cystitis 10 2 i - 
Urethritis with gonorrhea or cystitis 8 
Pyelonephritis 4 - 3 
Salpingitis 5 i 3 
Pelvic inflammation with endometriosis 1 
q 
Miscellaneous 42 8 4 A 
(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) onc 
| 
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aboratory: 


90% effective 
against resistant staph 


ee OMPARATIVE TESTS BY THREE METHODS 
Failure DISC, TUBE DILUTION, CYLINDER PLATE) 
DN 130 STAPHYLOCOCCI® 

30 

2 42.4% 

7 i 

6 }90.0% 

97.7% 

100.0% 

18.2% 

42.4% 

88.6% 

1 


22.7% 
39.4% 


95.5% 


Antibiotic A 2-10 units 
Nae Antibiotic B 5-30 mcg. 
Antibiotic 5-30 mcg. 


Antibiotic E 


Tao 2-15 mcg. 
Antibiotic D 2-15 mcg. 


5-30 mcg. 


Percentage of organisms inhibited by the range of 


oncentrations listed for each antibiotic. 


Other Tao advantages: 

Rapidly absorbed —stable in gastric acid,’ TAO 
needs no retarding protective coating 

Low in toxicity — freedom from side effects in 96% 
of patients treated; cessation of therapy 
is rarely required 

Highly palatable — “practically tasteless"? active 


ingredient in a pleasant cherry-flavored 
medium. 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 

average dose is 250 mg. q.i.d.; te 500 mg. q.i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./Kg. 
body weight in divided doses has been found effec- 
tive. Since TAO is therapeutically stable in gastric 
acid, it may be administered without regard to 
meals. 


Supplied: TAO Capsules—250 mg. and 125 mg, 
bottles of 60. TAO for Oral Suspension—1.5 Gm., 
125 mg. per teaspoonful (5 cc.) when reconsti- 
unusually palatable cherry flavor; 2 oz. 
bottle 


References: 1. Koch, R., and Asay, L. D.: J. Pediat., 
in press. 2. Lerning, B. H., Jr., et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 3. Meiiman, et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 
Jr.: Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 5. Shubin, H., 
et al.; Antibiotics Annual 1957-1958, New York, N. Y.,, 
Medical Encyclopedia, inc., 1958, p. 679. 6. Isenberg, 
- H,, and Karelitz, S.: Paper presented at the Symposium 
on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
7. Wennersten, J. R.: Antibiotic Med. & Ciin. Therapy 
$:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, Mx 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. Ps 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 


Tao dosage forms — 
for specific clinicai situations 


Tao Pediatric Drops 


For children — flavorful, easy to administer. 


Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (approx. 
25 mg. of TAO) and 10 drops (approx. 25 mg. of 
TAO). 10 cc. bottle. 


Tao-AC (Tao anaigesi tih ini d) 


To eradicate pain and physical discomfort in 
respiratory disorders. 


Supplied: In bottles of 36 capsules. 


TAOMID® with triple sulfas) 


For dual control of Gram-positive and Gram-nega- 
tive infectiens. 


Supplied: Tablets, bottles of 60. Oral Suspension, 
bottles of 60 cc. 
intramuscular or Intravenous 
For direct action—in clinical emergencies. 
Supplied: In 10 cc. vials. 


TRADEMARK 


New York 17, N.Y. 
Division, Chas. Pfizer & Cc., Inc. 
Science for the Worid’s Well-Being 
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there’s pain an 
inflammation here... 
it could be mild 
or severe, acute Or | 
chronic, primary 
secondary fibrositis 
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more potent and comprehensive treatment 
than salicylate alone 

. assured anti-inflammatory effect of low-dosage 
corticosteroid’... . additive antirheumatic action of 
corticosteroid plus salicylate? * brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


.much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury ».<simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. : 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGmMaGEeN contai predni the 
same precautions and contraindications observed with this 
steroid apply also to the use of siIGMAGEN. 


“any 


corticoid-saticyiate compound 


Composition 

METICORTEN® (prednisone) ... 
Acetylsalicylic acid 
Aluminum hydroxide 
Ascorbic acid ..... 20 mg. 


References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
F 5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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Packaging: sicmacen Tablets, bottles of 100 and 1000, . 
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running noses 


and open stuffed noses orally 


with TRIAMINIC, the oral nasal decongestant — 
® in nasal and paranasal congestion 
® in sinusitis 
* in postnasal drip 


* in allergic reactions of the upper respiratory tract 


safer and more effective than topical medication 
® reaches all respiratory membranes systemically 
avoids “nose drop addiction” 
* presents no problem of rebound congestion 


© provides longer-lasting relief 


Relief with Triaminic is Each TRIAMINIC Tablet provides: 

prompt and prolonged within Bae 
because of this special Pyrilamine maleate... . . ‘25 mg. 
timed - release action... One-half of this formula is in the outer 
minutes, lasts for hours. to 4 move hows ef retiet and in 


Also available: For the occasional patient who requires only half dosage: timed-release 
TrIAMINIC Juvetets. Each Juvelet is equivalent to % of a Triaminic Tablet. 


For those patients who prefer liquid medication: Triaminic Syrup. Each 5 ml. tsp. of 
this palatable syrup is equivalent to 4% of a Triaminic Tablet. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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Relievé moderate or sc. pain Sumbols 


Reduce fever 


Alleviate-the general malaise. of [PROVEN 


upper respiratory mitections p AIN 


RELIEF 


maximum codeine analgesia/optimum antipyretic action 


"Subject to Federal Nareotie Regalations | 


BURROUGHS WELLCOME & CO. (U.S.A) Tuckahee, New York 
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Avetophenetidin.... eer. 2% 
Aspirin (Acetylealicylig Agia) . . . . . . gr. 3% 


Phenobarbital . . ci on 
Acetophenetidin .. 4504... 9.24% 


Aspirin (Acetylealicylic . . . .. ar. 3% 


...from pain of muscle and joint origin, simple headacite, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


Acetophenetidin ...........+.+.. gr.2% 
Aspirin (Acetylsalicylic Acid)... .... gr. 3% 


...from mild pain complicated by tension and restlessness. 


Aspirin (Acetylsalicylic Acid) ...... . gr. 3% 


“Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in over three years of clinical use : 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE ‘TENSION 


. Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 


¢ 
agranulocytosis or 
Miltown 
Su ae. 400 mg. scored tablets, 200 mg. sugar-coated t Wit | 
~ WALLACE LABORATORIES, New Brunswick, N. J. | 
| 
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OFFICE SURGERY_ ) 


ELECTIVE AND TRAUMATIC 


use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SPRAY INFILTRATION | NERVE BLOCK 


& 


Xylocaine HCI solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration. — 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 cc. and 50 cc. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1:100,000; also 
in 2 cc. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ HCI SOLUTION 


ae Astra Pharmaceutical Products, inc., Worcester 6, Mass., U.S.A. 


PAT. NO. 2.441.490 MADE IN USA. 
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Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood ievels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references : 
1 and G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulf th dazin 
2. Editorial: New Bnglend J. Med, 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, 
*Reg. U.S. Pat, Off. 
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1 Ladeez and gentlemen: 

learn all about new VITERRA PEDIATRIC, 
a good supplement 

in a great new package. 


4 
4 
2 First, 
- see what happens when \ 
you push the metered plunger. ; Ne 


VITERRA® PEDIATRIC 


each 0.6 cc. contains: 


Atsynthetic) 5000 U.S.P. Units 
BiCaiciferol) 1900 U.S.P. Units 
B, (Thiamine) 1 mg. 
Bz (Riboflavin) 1 mg. 
(Pyridoxine) mg i 
Byg(Cyanocobalamin) 1 mcg. H 
€ (Ascorbic Acid) 50 mg. } 
Niacinamide 10 mg. / 
 Panthenoi 2 mg. 
In a d-sorbito! base for better vitaminB, absorption 
tiMinimum daily requirement has not been estab- { 
lished. 


DOSAGE: 0.6 cc. or as directed by physician. ; 
in 50 cc. bottles 
no refrigeration needed 7 That means 
no hot-weather 8 Now for a farewell treat, a 
eae loss of potency. taste of delicious, orange-y 
ee VITERRA PEDIATRIC. How will 
f you have it —in fruit juice? 
On cereal? Straight from the 
spoon? 


VITERRA PEDIATRIC 


ALLOW SO SECONDS BETWEEN DISPENSINGS 


Special note to doctors who took this tour: 


Problems of over- and under-dosage, spillage, spoilage 
or leakage disappear with vrTERRA PEDIATRIC’s new 
Metered-Flow bottle. Why not consider these advan- 
tages when you recommend a vitamin supplement? 


New York 17, N.Y. 
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FEAST 5 Onyourright, — 
* see the Metered-Flow | 3 anat 
bottle’s tight seal. — An exact 0.6 ce. | 
No risk of 3 Si comes out this spout. i 
contamination af, Never more, never less. 
\ no sticky bottle. 
age 
df 
Let's take a minute 
infants Chiléree = \ | 
to admire the formula. 
SAN 
4, 
SYRIA 4 
| 
BARR W 
Division, Chas. Pfizer & Co., Inc. 
@ Science for the world’s well-being 
| 
LY 47 


FOR THE SLOW-TO-GROW CHILD B-VITAMIN SUPPORT. ..PLUS THE 
_ PROTEIN-POTENTIATING ACTION OF L- LYSINE. .PLUS a, 


| EXCEPTIONALLY WELL-TOLERATED HEMATINIC. 
PERFORMANCE OF FERRIC PYRO- 


-PHOSPHATE...AND THE IRON AND 
Bic ENHANCING ACTION OF SORBITOL 


CHERRY FLAVORED 
INCREMIN’ SYRUP 


Lysine-Vitamins 


BUILDS RESERVES 
BOOSTS 


GROWTH 


Each daily teaspoonful dose (5 <sReS 


00 mg. 
| Vitamin Crystalline................. 25 megm. | | 
Pyridoxine HCI (Bc) S mg. 
| Ferric Pyrophosphate (Soluble) ......... 250 mg. P 
iron (as Ferric Pyrophosphate) ........... 30 mg. 
Botties of 4 and 16 fi. oz. 
é OM i Qeterie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New 4 


Forty Gapsu) 
CHIMB-TRIMETON® Maica‘c 
.................. 
Methamphetamine hydrochloride _.. 
“Dosage=1 capsule q. 4-6. 
Supplied — Bottles of 100 and 10°) 


4 CORPORATION <FIELD, NEW JERSEY 


i 
| for | 
x 
3 
: 


YTHROMYCIN 


Re 


ILOSONE assures a more decisive clinical response 
in almost every common bacterial infection 


(erythromycin ester, Lilly) as the propionate 


lasting therapeutic levels in the serum be diluted two hours after administration 
of the antibiotic and still inhibit identical 
within minutes after administration. A thogenic strains of bacteria. This is the 
u tution Technique, which Is rega' 
fast, decisive response is assured in al- by leading authorities ath the most emcee 
ingful met of comparing different anti- 
most every common bacterial infection. bioties it shows mere he ‘level of 
s antibiotic in ut actual anti- 
Usual adult dosage is one or two off thas 
250-mg. Pulvules® every six hours, ac- 1. Griffith, R. S., et al.: Antibiotic Med. 
cording to severity of infection. For Note: Peak levels with the, oral erythro. 
: sont mycin tablets (thirty-three dilutions) were 
stomach. (A 125-mg. pediatric Pulvule ministration. 2. Data from Griffith, R. S.: 


Antibiotics Annual, p. 269, 1954-1955. 


is also available.) In bottles of 24. 


ELI LILLY AND COMPANY e¢ INDIANAPOLIS 6, INDIANA, U. &S. A. 
932821 


50 Vircinta MepicaL MontHLy 


INTRAMUSCULAR 
4 
| 


LY 


The Virginia 


MEDIC A L Whole No. 1280 
MONTHLY 


Guest Fditorial .... 


Men to Remember 


| IS TRUE that most of us as children had herces, generally men of great athletic 
ability or men who were successful in wars our fathers fought. As we became older 


and elected to become a part of the medical profession, most of us found men to admire, 


and in retrospect it is at times astonishing to realize that those men were no older than 


we are now. With the passage of time we realize that these men of memory were not 


as wise as we students believed, but what we knew of them at the time was and still 


should be an inspiration. What is possibly most important is the fact that, regardless of 
age, these men gave us something that was good. It was not always by any means an 


old sage who gave us his pearls of wisdom. 


Perhaps it is worth remembering the characteristics these medical acquaintances 
had when we knew them early in our professional life. We found them intelligent but 
willing to admit gracefully vacuums in medical knowledge. We knew them as success- 
ful physicians but most mcdest in letting us know about it. They had dignity, yet were 


capable of being warm and humorous when the occasicn arose. While they frequently 


differed with the opinions of their most intimate colleagues yet face to face or behind 


their backs their remarks were always accompanied by a smile. They believed that 


they were at the service of patients, pcor or rich, during night and day, and their 


interest and their personalities never changed when talking to any patient. They appre- 
ciated and perhaps participated in the research efforts of their time, but they never 


believed that one man’s efforts were more important than those of a different bent. 


They knew in the last analysis the sick depend upon a physician who knew and who 
cared. They recognized that medical knowledge had so expanded that it behooved men 
of intelligence not to be wise in too many fields, and from this conviction they exhibited 
respect for their diversified colleagues. They expected more of us than we could pos- 
sibly learn, with the hcpe that we would preduce our best. They believed that changing 


times should not alter a man’s ethical behavior, nor the times distort clear thinking 


about the economics of medicine. They delighted in telling the story of doctor so and 


so who died of a broken heart because all the patients in his community were not his 


very own. 


What was additionally amazing about these men was their diversity of interest and 


their knowledge about many things unrelated to medicine. They never adopted the 
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thesis that to be proficient in medicine one had to exclude all other intellectual growth, 
and they lived lives to prove it. 


Perhaps time has embellished many of the characteristics we attributed to our friends 
of the past. If by some fluke of nature they lacked them in this world, we still wish it 
for them in the next. 


What is the treasure of our memory is the fact that our older friend cr friends believed 
in us and encouraged us to believe that we were well alcng our chosen road. This faith 
in cur future was almost like a great spark of life itself. 

Perhaps it is more important now to realize that as we have become older we too must 
try to transmit to our colleagues and to younger men some of the gifts we received from 
our beneficent teachers. Who knows? Some rare day a foolish man may think the 
same of us. 

THomas W. MurreLL, Jr., M.D. 


Medical Jokes, Cartoons and Poems on Exhibit 


The Medical School Library of the University of Virginia is exhibiting medical 
jokes, cartoons and poems from its collection. The exhibit will be up until February. 
Although this group was originally classified as physician and scientist jokes, the 
subject matter overflows to most of the specialties, nurses, medical students, patients 


and even such ancillary service jokes as a charwoman interrupting a medical conference 
to put in her diagnosis. 


There are medical jargon jokes, from over simplification to under simplification; 
there are lady physician jokes; there are jokes of pharmacists spoofing physicians’ ina- 
bility to write legibly; there are jokes about experimentation results linking tobacco 


and cancer. There are obesity jokes and, of course, psychoanalysis jokes. There are even 
a few Christmas jokes. 
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PAROXYSMAL SUPRAVENTRICULAR 
TACHYCARDIAS 


LINICALLY auricular and ncdal tachycardias 

cannot be differentiated. A positive history of 
sudden onset and sudden cessation of the rapid 
palpitation is of great help in establishing the diag- 
nosis. The attacks usually start suddenly with a 
ventricular rate of 180 to 220 per minute. This 
ventricular rate is usually faster than flutter and 
there is absolutely no change in the rate associated 
with change in position, exercise, et cetera. The 
rhythm is absolutely regular in contrast to the 
rhythm of ventricular tachycardias where there is 
often very slight irregularity sufficient to cause slight 
changes in the intensity of certain heart sounds. 

The episodes may cease quickly and if the person 
has a normal heart there is no great haste about try- 
ing to stop the attack. Carotid sinus pressure and / 
or eyeball pressure may stop it. If this fails and if 
the patient is not already fully digitalized, the treat- 
ment of choice is the intravenous administration of 
lanatoside C, giving 1.2 milligrams or even 1.6 milli- 
grams. If the patient has not had any digitalis, oral 
digitoxin may be tried as follows: Digitoxin, milli- 
grams 0.4 every three hours for three doses, or 
perhaps milligrams 0.4 every one to two hours in 
severe cases, for three doses. 

Quinidine sulphate may be tried if the particular 
patient presents no contraindication to its use. The 
method of administration is as discussed under 
“Paroxysmal Auricular Fibrillation”. 

If the above methods fail to restore normal rhythm 
the use of Methacholine may be considered. How- 
ever, it is definitely dangerous but highly potent. It 
is safest to begin with a small dose such as milli- 
grams 2 subcutaneously, and if no benefit is obtained 
to give 5 milligrams, then 10 milligrams, then 20 
milligrams. It is very important to remember that 
one must wait thirty minutes before giving an addi- 
tional dose of this potent medicine. It is a very 
dangerous drug to use in infants, elderly patients 
or severely ill patients. Whenever it is used a syringe 
containing atropine sulphate, grains 1/100, should 
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be ready for immediate use in case of develcpment 
of alarming symptoms such as collapse or respiratory 
obstructions. 

Since lanatoside C is so efficient in the treatment 
of this condition and since it is relatively harmless 
I would again suggest a trial with it first. Neostig- 
mine, milligrams 1, given intramuscularly has been 
tried in some cases with benefit. 


PAROXYSMAL AURICULAR FIBRILLATION 


Paroxysmal auricular fibrillaticn is the most com- 
mon arrhythmia of serious import. In this section 
of the country it occurs most frequently with arterio- 
sclerotic heart disease and secondly with rheumatic 
heart disease. It may be asscciated with thyrotoxi- 
cosis and in such cases the treatment is unsatisfactory 
until the thyrotoxicosis has been controlled. 

Paroxysmal auricular fibrillation usually starts 
suddenly and the ventricular rate ranges from around 
130 to 170 and the rhythm is, of course, totally 
irregular. There is a pulse deficit and of course 
the heart sounds vary a great deal. Practically speak- 
ing, a rhythm that on auscultation appears totally 
irregular, asscciated with a ventricular rate of above 
130, may be considered as due to auricular fibri!la- 
tion and treated as such, even without electrocardio- 
graphic confirmation. 

There are in general two main methods of treat- 
ment of paroxysmal auricular fibrillation. In cases 
of auricular fibrillation, proven by electrocardiogram, 
I should use oral digitoxin first, for at times the 
rapid .ventricular rate may rather suddenly cause 
failure and/or shock. If the patient has had no 
digitalis within two weeks, the dosage will vary 
with the severity of the symptoms; if it seems ap- 
parent that congestive failure is present or eminent 
then digitoxin, milligrams 1.2, may be given at once; 
in less severe cases digitoxin, milligrams 0.4, every 
three to four hours for three doses may be tried. 

If the patient has some congestive failure and has 
been partially digitalized, lanatoside C (Cedilanid) 
may be given intravenously. The dosage again will 
vary with the severity of symptoms. However, since 
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lanatoside C is rapidly excreted and since in auricu- 
lar fibrillation the rate of ventricular contracticn is 
such a good indicator of the degree of digitalizaticn 
it is safe to use larger doses of 1.2 milligrams or 
even 1.6 milligrams if the ventricular rate is rapid. 

If heart disease cannot be demonstrated or if the 
patient has no signs of congestive failure then 
quinidine sulphate should be used. Quinidine may 
also be used after the ventricular rate has beccme 
normal. There are various methcds of giving quin- 
idine; if the patient can be in the hospital or seen 
every two hours, I prefer the following methed: If 
after a test dose of quinidine, no untoward symp- 
toms develop, then give quinidine sulphate, grains 
6, every two hours for five, six or seven dcses. If 
it is impossible to see the patient frequently then 
smaller doses at longer intervals may be tried. 

Pronestyl may be tried. If digitalis is judged to 
be the cause of the auricular fibrillation potassium 
chloride may be helpful; it may be given in enteric 
coated tablets giving one to two grams two to four 
times per day. 


AURICULAR FLUTTER 


Paroxysmal auricular flutter usually occurs in 
patients with organic heart disease. The electro- 
cardiogram is diagnostic. The ventricular rhythm is 
usually regular and the rate varies from 125 to 
180; often it is 160, and a fixed ventricular rate of 
160 is very apt to be associated with auricular flutter. 
The ventricular rate may vary quickly and the rhythm 
may change quickly, due to changing degrees of 
auricular-ventricular bleck. Carctid sinus pzessure 
may cause a sudden change in the ventricular rate; 
it may drop from 160 to 80, that is, exactly doubling 
the block and then the rate may suddenly return to 
160. In auricular tachycardia the rate may drop 
from, say 200, down to 70 and remain normal. 

The accepted treatment of auricular flutter is the 
use of digitalis which often will convert auricular 
flutter to auricular fibrillation and then the rhythm 
will become normal after the drug is discontinued. 
Complete digitalization is often necessary if satis- 
factory results are to be obtained. 

If the digitalis fails quinidine may be tried. If 
a 4:1 block occurs with a rate of around 80 it is 
safe to just observe the patient for years. 


VENTRICULAR TACHYCARDIA 


Ventricular tachycardia is usually indicative of 
severe organic heart disease. The onset is usually 
sudden. The rhythm is practically regular, but may 
not be absolutely so. The rate varies around 180 to 
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200, usually nearer 200, and the rate is nct changed 
by position, et cetera. Befo e starting definitive treat- 
ment, an exact electrocardiographic diegnosis must 
be established, for whereas digitalis is usually indi- 
cated in auricular or nodal tachycardia, digitalis 
is cont:aindicated in ventricular tachycardia. Digi- 
talis often causes ventricular premature contractions 
and if digitalis were discontinued in these cases when 
its toxicity first became manifest there wculd be less 
frequent ventricular tachycardia. 

Quinidine still prcbably deserves the first place in 
treatment of ventricular tachyca dia. It can be given 
orally as discussed above; in case of lack of response 
the dcsage may be carefully sterped up to grains 6, or 
even grains 9, every two hours. However, if the tachy- 
cardia persists, or if the patient becomes worse, I 
would use procaine amide (pronestyl); this is a 
direct myocardial depressant. The oral rcu‘e, giving 
5CO millig:ams every three to four hcurs, may be 
tried. However, if the attack persists for over three 
to four hcurs, I wculd switch to the intravenous route. 
This must be given very carefully by the at‘ending 
physician with a nurse or interne recording the blood 
pressure continuously and at the same time taking 
a continuous electrccardiogram. The pronestyl is 
injected at the rate of 100 milligrams, or 1 c.c., per 
minu‘e—no faster, and the whole of 10 c.c.’s may be 
given in ten minutes if the attack does not stop, or 
if there are no untoward reactions. Injection should 
be stopped at once when the rate slows. 

I have used pronestv] intravenously in about 
twenty cases of ventricular tachycardia and in no 
instance has it failed to stop the attack. 

Quinidine, intramuscularly or intravenously, has 
been used. If the patient is unable to swallew and 
if pronestyl fails, quinidine is ncw available for 
intravencus use in special ampules. It shcu'd be 
given with great caution and slowly; do not give 
over 0.1 gram every three minutes and not more than 
1 gram for the total dose. Pctassium chloride has 
been of help in cases due to digitalis toxicity. This 
may be given in enteric coated tablets, giving 1 to 2 
grams two to fcur times per day. 


ACUTE LEFT VENTRICULAR FAILURE 

Paroxysmal nocturnal orthopnea, cardiac asthma 
and acute pulmonary edema represent progressive 
stages of acute left ventricular failure. This is 
breught about by a sudden increase in the pulmonary 
congesticn as a result of a sudden increase of inflow 
from the stronger right ventricle and the weakened 
left ventricle is unable to respond. The clinical pic- 
ture needs no description here. 
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The therapeutic measures which we use in these 
cases of acute left ventricular failure fall into two 
groups. First, measures which help to cut down the 
increased flow such as sitting position, immediate 
use of oxygen, and immediate use of large doses of 
morphine which diminish the labored breathing, 
calm the patient and tend to diminish venous return. 
Second, measures which tend to diminish the volume 
of circulating blood and hence cut down the inflow 
load; such measures include mercurial diuretics 
intravenously, rapid venesection and “bloodless phle- 


botomy” with use of alternating tourniquets on three 
extremities. 


When a patient is seen with cardiac asthma, the 
first thing to do is to get the patient up on the side 
of the bed or in a chair; this will often cause relief. 
If not, then I think morphine sulphate, grains 1/4, 
and atropine sulphate, grains 1/100, may be given 
by hypodermic and often there is quick relief. Amino- 
phyllin may be given intravenously or by mouth or 
by suppository. Since the occurrence of cardiac 
asthma is evidence of left ventricular failure, I 
believe these patients should be digitalized and kept 
on a maintenance dose. 


If the patient is seen in acute pulmonary edema or 
progresses to acute pulmonary edema, then certainly 
morphine sulphate should be given intramuscularly 
at once, or if the pressure is low and the patient is 
in shock it may be given intravenously. I prefer 
atropine with morphine. 

If oxygen is available it should be started at 
once, using the emergency mask and then switching 
to nasal oxygen or the tent. Intravenous aminophyl- 
lin, grains 7'/%, should be given at once but admin- 
istered slowly. Then if the patient has not been on 
digitalis, some form of quick acting digitalis should 
be given. I prefer cedilanid given intravenously in 
a full 1.6 milligram dose. Strophanthin K or Stro- 
phanthin G (Quabin) milligrams 0.25 intravenously 
may be used. In either case the patient should be 
digitalized immediately after the acute attack, the 
rapidity and method of digitalization depending upon 
the progress of the individual case. If one can be 
sure that the patient has not been on any digitalis, 
I believe it is rational to give digitoxin, milligrams 
0.4, orally if possible; if not, intramuscularly as soon 
as the lanatoside C has been given, and then repeat 
this every four hours for two more doses. The reason 
for this is that the effects of the rapidly excreted 
lanatoside C will soon wear off and the digitoxin 
can begin to take effect before this happens. 


I think it is wise to use one of the mercurial diu- 
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retics intravenously, and I, personally, give mer- 
cuzanthine, 2 c.c.s. intravenously, as soon as the 
digitalis has been given. So called bloodless phle- 
botomy by use of tourniquets may be of help. The 
tourniquets are placed on three extremities using 
sufficient pressure to occlude veins, but not arteries. 
They are rotated every fifteen to twenty minutes. If 
the patient does not improve in thirty to forty min- 
utes, and if there is no evidence of anemia, 500 
to 800 c.c.s. of blood should be withdrawn from a 
vein quickly and the result may prove dramatic. 

Just a word about angina pectoris or paroxysmal 
coronary insufficiency. The treatment, of course, is 
nitroglycerine or at times amyl] nitrite for the imme- 
diate episode. Prevention of attacks cannot be taken 
up here. 

The most important thing in treating coronary 
occlusion with myocardial infarction is first to relieve 
the pain. If the pain is quite mild, demerol, 59 to 
100 milligrams, may be given hypodermically. How- 
ever, many cases require morphine sulphate, grains 
1/4, and again, I use atropine sulphate, grains 
1/150. If this does not relieve the pain in twenty 
minutes, or if the pain seems to be getting worse, 
then the same dose may be repeated and occasionally 
it may be necessary to give morphine sulphate intra- 
venously. I have found that hyoscine, grains 1/200, 
morphine, grains 1/8, and cactus, grains 1/120, 
(H.M.C. mild), often relieve pain when morphine 
sulphate and atropine fail, or at times if the patient 
has had morphine sulphate, grains 1/4, I might give 
hyoscine hydrebromide, grains 1/200 to grains 1/100. 
Oxygen by emergency mask or by tent should be given, 
certainly in all patients who continue to have pain 
and in fact, I belive it is wise to give it in practically 
all cases. Intravenous aminophyllin, grains 7-1/2, 
often helps to relieve pain and is certainly indicated 
in patients who show any tendency toward left sided 
failure and cardiac asthma. Some doctors use quini- 
dine routinely in cases of myocardial infarction— 
I don’t believe this is necessary; however, if any 
irregularity of the heart develops, such as premature 
contractions, I would use quinidine; so, also if digi- 
talis is to be given to that particular patient. The 
ectopic tachycardia should be treated as previously 
discussed. Some time ago it was considered unwise 
and dangerous to give digitalis to patients who had 
had an acute myocardial infarction. I believe this 
opinion has changed and if such a patient begins 
to have failure, and if this is not relieved immediately 
by a salt free diet and mercurial diuretics, it seems 


wise to me to digitalize the patient. I believe it is 
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wise to give quinidine as noted, and unless the situ- 
ation is urgent, rapid methods of digitalization need 
not be used. 

Morphine is the drug of choice for relief of severe 
pain of coronary occlusion, but it has certain un- 
toward side effects at times, such as nausea and 
vomiting, constipation, distention and depression of 
the renal function. Therefore, after the initial dese, 
or as soon as possible, it may be wise in certain cases 
to switch to demerol, 50 to 100 milligrams. Dilaudid, 
grains 1/12 to 1/24, is a good drug and Pantapon 
is liked by some. 

The most serious frequent complication of coro- 
nary occlusion is shock. This shock is due to a 
sudden failure of the heart to pump blood into the 
tissues. It is a fall in cardiac output and is not due 
to blood loss or to decrease in venous return. This 
so called cardiogenic shock results from, in part, 
myocardial weakness connected with the infarcticn. 
However, I feel this is not the sole cause and there 
are certain reflexes which are poorly understood, bvt 
which nevertheless, play an important part in this 
phenomenon. This shock may occur suddenly, or 
there may be a drop of blood pressure over a period 
of several hours until it gets to 80 or below, systolic. 
Theoretically, transfusions or intravenous fluids are 
not indicated, and in fact, may lead to further in- 
crease in venous pressure and congestive failure. Ac- 
tually, however, this danger of inducing failure is 
not so great, as has recently been proven. Intra- 
arterial infusions have been used, but I have not 
had personal experience with these. Neosynephrine 
in doses of 3 to 5 milligrams intramuscularly may 
be tried and repeated every two to three hours. Mas- 
ters and Griffith have used ACTH and Cortiscne, 
but without good results so far. At the present time 
I believe the best treatment for this type of shock 
is the use of Nor-epinephrine; Sampson et al and 
Griffiths et al reported good results with this pro- 
cedure. The technique is as follows: The agert is 
diluted in 5 per cent glucose or Ringers solution. 
The initial dilution is 4 milligrams of the bitartrate 
monohydrate (levophed) per liter. This is admin- 
istered intravenously at rates varying from 4 to 80 
drops (0.001 milligrams to 0.02 milligrams) per 
minute as necessary to maintain the blood pressure 
at appropriate levels. The concentration is increased 
to 8, 12 and even 16 milligrams per liter when ade- 
quate response is not obtained at lesser concentra- 
tions and to restrict parenteral fluid intake. With- 
drawal is accomplished very gradually by decreas- 
ing the rate of infusicn and often the concentration. 
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Therapy is continued as long as necessary. The 
important thing in treatment of shock is time; if the 
blood pressure of a previously normotensive drops 
to 100 systolic or below, or if a hypertensive drops 
to 110 systolic or below and does not start back up 
in two hours, treatment should be started. 

It is our practice to use anticoagulant treatment 
in all hospitalized cases of definite acute myocardial 
infarction unless there is definite contraindication. 
Anticoagulant treatment should be carried out only 
when one has the help of competent laboratory facili- 
ties and the treatment must be under very careful 
supervision. We are aware that certain investigators, 
such as Russek et al., claim that they can establish 
“good risk” cases. However, we feel that there is a 
very reasonable doubt that one can so classify cases 
of myocardial infarction or can predict which cases 
may change quickly from “good risk” to “bad risk” 
cases. 


COMPARISON OF CASES 

A survey of 107 cases of myocardial infarction as 
determined by the clinical and electrocardiographic 
findings were studied. This survey encompassed three 
and one half years, from January 1947 to July 1951, 
and represents private cases seen by me at the 
Johnston-Willis Hospital. The cases were divided 
as to those patients not receiving dicumarol] and those 
who did receive dicumarol. If the patients expired 
within three days of admission the case was excluded. 
There were 27 patients not treated who served as a 
modified control and 10 of these died. There were 
80 patients treated with dicumarol] and nine of these 
died. 

The difference in percentage of mortality was so 
striking that the cases were restudied to determine 
if any other factors were involved that might have 
influenced the mortality rate. No significant varia- 
tions could be found. However, we wish to state that 
we did not attempt to run a control group, such as 
could have been obtained by selecting alternate cases. 
We apparently tended to increase the number of 
cases on dicumarol each year. The causes of death 
in both groups also appeared similar. The overall 
mortality for those patients who did not receive 
dicumarol was 37%, whereas the mortality rate for 
those receiving dicumarol was only 11%. 

We realize that this difference is considerably 
greater than that found by others, possibly due to the 
small number of cases. However, it does confirm 
rather strikingly that anticoagulant therapy in cases 
of myocardial infarction is a definite adjunct in the 
treatment of these cases. 
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Series Il: Cases seen in private hospital practice 
with acute myocardial infarction and treated with 
anticoagulants during 1955: Eighty-six cases were 
at first placed in the above classification. However, 
after applying criteria that were so rigid there 
could be no reasonable doubt that each case had an 
acute myocardial infarction, the number was cut 
down to 64 cases. 

Of these 64 cases, seven or 10% died within forty- 
eight hours of admission to the hospital and were 
not included in the further study or mortality rate, 
as it was felt they died so quickly that dicumarol 
could nct have had any effect upon the outcome. 

Sex and Age: Males predominated, as would be 
expected, there being 60 males and 26 females. The 
ages ranged from 38 to 84 with an average age at 
the time of this acute infarction being 67. The aver- 
age age for the patient with the second or more 
infarction was 60 to 70, and the average age for 
those having the first known or recognized infarction 
was 67. 

Seven cases of the 57 who lived longer than forty- 
eight hours and were on dicumarol therapy died; 
four of these seven who died had had no infarction, 
insofar as we could determine, prior to this current 
episode; three cases had at least one or more pre- 
vious infarctions. The above mortality rate is 12%. 
One patient had a pulmonary infarction while on 
dicumarol; it did not cause death. There were no 
instances of significant bleeding, nor were there in- 
stances of complicating thromboembolic phenomena. 
These 57 cases were continued on dicumarol through- 
out their hospitalization. The 50 who survived 
remained in the hospital on an average of four 
weeks. 


It is interesting to note that of the 64 cases ad- 
mitted with acute myocardial infarction twenty-one 
had at least one previous myocardial infarction 
prior to the episode for which they were admitted. 
Of the seven cases who died within the first forty- 
eight hours three had suffered one or more infarc- 
tions previous to their current infarction. 

Just a few words about syncope which occurs in 
many conditions and usually in patients who do not 
have organic heart disease. Neurogenic or vaso 
depressor syncope is the most common and is pro- 
duced by a reflex peripheral vasodilatation and may be 
brought on by fright, pain, emotional upset, et cetera. 
The usual treatment is simply to get the patient’s 
head below his body. If clonic twitches occur adren- 
alin .5 ¢.c. 1:1000 solution hypodermically may be 
needed. 
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A hypersensitive carotid sinus may be the cause 
of fainting in some patients. If the diagnosis can 
be established the patient should be warned against 
things which will stimulate the carotid sinus, tight 
collars, et cetera, and it is reasonable to try ephedrine 
sulphate, grains 1/2, three times a day, or paredrine, 
60 milligrams, three times a day, or atropine sulphate, 
grains 1/200, three times a day. 

Postural hypotension at times causes syncope and 
the treatment depends on the cause if it can be 
found. Again ephedrine, paredrine and atropine 
may help. 

Hypoglycemia may also cause syncope and the 
treatment depends on the cause of the hypoglycemia. 

Emergency treatment may be required during the 
acute stage of rheumatic fever and rheumatic pan- 
carditis, because of the occurrence of pericarditis, 
congestive failure and arrhythmia, The latter two 
have been dealt with in general. If the patient with 
pericarditis develops an effusion enough to cause 
a tamponade, then a pericardial paracentesis should 
be done at once, and it may be life saving. Appar- 
ently ACTH and cortisone are useful in the treat- 
ment of the acute severe stage of rheumatic fever. 
The exact mode of action is not known and the ques- 
tion as to whether or not the ultimate progress and 
course of the disease is altered, has not, in my 
opinion, been proven. Nevertheless, since these druys 
apparently can tide the patient over the very acute 
phase, their use is worthwhile. ACTH may be given 
somewhat as follows: 25 milligrams every six hours 
for six days, then a daily dose of 60 milligrams for 
seven days, then 40 milligrams for two or three 
weeks. Cortisone in a single daily dose of 200 milli- 
grams may be given intramuscularly, or if it can be 
given orally it is more effective and can be given 75 
to 100 milligrams every six hours for about the same 
length of time. 

Complete heart block with sudden failure of 
idioventricular pacemaker and asystole is a common 
cause of Stokes-Adams syndrome, although a change 
from one rhythm to another may cause asystole and 
Stokes-Adams. Adrenalin is the immediate treat- 
ment of choice; in extreme cases in shock it may be 
given intravenously or directly into the heart, In 
the usual case, 1/2 to 1 c.c. of 1:1000 solution of 
adrenalin should be given hypodermically. This may 
be repeated as necessary if the attacks recur and are 
severe. 

Finally, hypertensive encephalopathy and hyper- 
tensive crises may occur in the course of essential 
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hypertension—malignant phase usually—or in acute 
nephritis or in pheochromocytoma. 

At the present the best method of treatment, ac- 
cording to Herbert Langford, is Reserpine, milli- 
grams 2, intramuscularly, then watch the blood pres- 
sure carefully, and if a satisfactory lowering of blood 
pressure has not occurred, then Reserpine, milligrams 
3, intramuscularly, may be tried in three to four 
hours, and if in another three to four hours, the 
pressure still does not come down, 5 milligrams may 
be given every four to six hours. If the crisis is 


proved to be due to a pheochromocytoma the tumor 
should be removed, of course, if this is possible. 
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Pastoral Counseling Service 


A medical center outpatient service for persons 
needing religious counseling has been described by 
two North Carolina ministers. 

Richard K. Young, Th.D., and Benjamin S. Pat- 
rick, Th.M., Winston-Salem, reported on the out- 
patient pastoral counseling service at North Caro- 
lina Baptist Hospital in the September 6 Journal of 
the American Medical Association. 

It is one more example of the growing cooperation 
between medicine and religion in helping persons 
who are ill or who need help in solving their daily 
problems. 


Outpatient counseling at North Carolina Baptist 
Hospital resulted from a program of intensive pas- 
toral work with inpatients. Many patients requested 
that the chaplain talk with members of their families. 
Many patients themselves returned for counseling 
after their discharge from the hospital, and even- 
tually local pastors began sending their patients 
to the hospital chaplain. 

In 1953 a program of outpatient counseling was 
set up. In that year there were 1,621 visits. By 1957 
the number has grown to 3,208, and people were 
coming to the service from three states. 


The staff consists of 13 men, all ministers. Six 
are permanent members and seven are fellows or 
interns. “These counselors function in their roles 
of ministers—but ministers with special training and 
experience in understanding human behavior.” 


They deal with persons having typical problems 
of adjustment and make no attempt to handle cases 
of mental illness. When such patients appear, they 
are referred to the psychiatric clinic. Often such 
referrals are more easily made by chaplain-counselors 
than by local pastors. 

Many problems are brought to the clinic. More 
than a third of the persons seen last year received 
marital counseling and many received “growth coun- 
seling’—growth in self-understanding. 

The department looks on counseling as a religious 
process in which the individual is helped to realize 
more nearly the full potentials of his own person- 
ality. The outstanding advantage of a pastoral coun- 
seling service in a medical center is the availability 
of medical resources. If patients need medical care, 
they are referred to the medical departments. The 
medical staff and the chaplains realize that both 
play a part in the comprehensive care of the patient. 
Another advantage is that counselors can be trained 
within the framework of interprofessional relation- 
ships. The medical and religious groups work closely 
together, exchanging information and learning from 
each other. 

A promising development that has grown out of 
the North Carolina program is the opportunity for 
research. The hospital has employed a clinically 
trained minister to do research in pastoral care. As 
far as the authors know, this is the first time that a 
medical center has employed such a person. 
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The Medical Treatment 


HE THREE METHODS presently available 
for the satisfactory control of hyperthyroidism 
are: (1) subtotal thyroidectomy, (2) administration 
of antithyroid drugs, (3) the use of radioactive 
iodine. This discussion will be cenfined to the non- 
surgical methods of treatment and the purpose of 
this report is to discuss briefly thyroid physiology, 
and the method of action, adverse reactions, and 
indications for use of the more important antithyroid 
drugs and of radioactive iodine. 


PHYSIOLOGY OF THE THYROID GLAND 


The chief function of the thyroid gland is to syn- 
thesize, store, and release thyroxin as needed.!* 
The two essential compounds required for thyroxin 
synthesis are tyrosine, a readily available amino acid, 
and iodine, the supply of which depends on its in- 
take, entering the body chiefly in water and food.‘ 
Iodine is rapidly absorbed in the gastrointestinal 
tract and transported in the blood as iodide.5 The 
thyroid gland has a great affinity for iodide, and 
traps it in concentrations up to 25 times that of the 
blood by some as yet unknown mechanism.**-® The 
oxidation of iodide to iodine prebably takes place 
by means of hydrogen peroxide in the presence of 
peroxidase.*® Elemental icdine is almost instan- 
taneously organically bound to tyrosine in the 3,5 
position of the tyrosine ring. Two molecules of the 
product, 3,5, diiodotyrosine are cendensed to form 
thyroxin, which is protein-bound as thyroglobulin, 
the main constituent of the colloid material in the 
lumen of the acinus.5? (Figure I.) Proteolytic en- 
zymes apparently break down colloid and release 
thyroxin thus allowing its release into the blood.’ 
The gradient of free thyroxin in the thyroid and the 
serum thyroxin is about 100:1,3 thus favoring pas- 
sage of thyroxin into the blood. 


ANTITHYROID DRUGS 


All antithyroid compounds studied have been 
shown to act by: (1) inhibiting the trapping of 
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SYNTHESIS AND RELEASE OF THYROXINE 
unknown trapping 


1. Serum iodide Thyroid iodide. 
mechanism 


hydrogen peroxide 


2. Thyroid lodine 
peroxidase 
3. - 
globulin-bound tyrosine — —— —> Globulin-bound diiodotyrosine. 


4. Globulin-bound diiodotyrosine --—}» Globulin-bound tetraiodothyronire. 
(2 molecules) (thyroglobulin) 


proteolytic 
5. Globulin-bound thyroxine Thyroxine. 
enzymes 


HO CH, CH(NH2)-COOH 


tyrosine 


\ 


HO CH 2CH(NH2)-COOH. 


3, 5 diiodotyrosine 


I I 
HO CH, CH(NH,)-COOH. 
1 1 


tetraiodothyronine 
(thryoxine) 


Fig. I 


iodide by the thyroid gland, (2) inhibiting the or- 
ganic binding of iodine or a combination of 1 and 2. 

Thiocyanate and perchlorate and the other mono- 
valent anions (chlorate, hypochlorate, periodate, 
iodate, biiodate, and nitrate) have been shown to 
inhibit iodide trapping by the thyroid, and to cause 
the purging of iodide from the gland.** By interfer- 
ing with the accumulation of iodide by the gland, 
they cause a deficiency of thyroxin synthesis, but 
this effect can be modified or abolished by large 
doses of iodide because when plasma iodide content 
is markedly increased, enough icdide diffuses to the 
thyroid gland via the circulation to synthesize thy- 
roxin.! 

The compounds exerting the most pronounced 
antithyroid action, the thiocarbamides, (thiourea, 
thiouracil, etc.) do not markedly interfere with 
iodide trapping.” The thiocarbamides, imidazoles, 
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INcIDENCE OF SeRIOUs Toxic EFFECTs AND DEATH DuRING 
THE CiinicaL Use oF ANTITHYROID AGENTS 


% of Total Cases 


Drug Total Agranulo- 

Cases cytosis Fever Death 
Thiouracil 1.07 2.37 0.24 
Methylthiouracil - 0.54 7.0 0.00 
Propylthiouracil _. 2491 0.44 0.28 0.00 
Methylmercaptoimidazole __ 831 0.12 0.48 0.00 
Thiourea 525 0.19 4.57 0.00 
Aminothiazole scene 0.0 8.4 0.00 
Iodothiouracil - 252 0.0 1.19 0.00 


Carbethoxymethylglyoxaline 263 0.76 0.0 0.00 


and the aminobenzenes (sulfonamides, paramino- 
salicylic acid) interfere mainly with the organic 
binding of iodine.*"! In the case of the thiouracils 
the mechanism by which it blocks the iodination of 
tyrosine is thought to be by the inhibition of peroxi- 
dase.10.11 

Propylthiouracil is a safe and effective compound 
for the control of hyperthyrodism, if used in ade- 
quate doses.!% Its action, as discussed before, is 
to inhibit the organic binding of iodine. The aver- 
age dose in thyrotoxicosis is 300 mg. a day in equally 
divided doses at eight hour intervals. Euthyroidism 
is considered to be obtained when the BMR returns 
to normal with a corresponding change in clinical 
status. 

Methimazole (Tapazole) is used initially on an 
average dose of 30 to 45 mg. daily in equally divided 
doses at eight hour intervals. Its action, that of an 
enzyme inhibitor, is similar to that of the thioura- 
cils..* Neomercazole is similar to Methimazole in 
structure and response to the two compounds is sim- 
ilar in equivalent doses. 

There is considerable variation in the rate of 
response to treatment in subjects with hyperthyroid- 
ism.!215 Adequate response is delayed where the 
dosage schedule is not consistent, in the presence of 
marked enlargement or nodularity of the gland, in 
severe thyrotoxicosis, and when recent iodine ther- 
apy has been used. Remissions in mild hyper- 
thyroidism, under treatment with the more com- 
monly used antithyroid agents, may be expected 
in 12 to 14 weeks. Nodular goiters require much 
longer intervals for attaining euthyroidism than do 
those with diffuse hyperplasia, and several months 
may be required in cases of large nodular goiters. 
In a series of 203 hyperthyroid patients,’ the rate 
of response to propylthiouracil was variable, but on 
the average, the basal metabolic rate was within 


10 


normal range within approximately 90 te 100 days. 

Antithyroid therapy is usually continued until 
at least six months of complete freedom from clin- 
ical and laboratory evidence of hyperthyroidism has 
been achieved.'7 Then, to determine whether per- 
manent remission has resulted, the program is inter- 
rupted. If recurrence of toxicity develops, it usually 
occurs within two months. Six months of well-being 
are required before the possibility of future relapse 
becomes unlikely. A decrease in the size of the thy- 
roid gland during treatment is the only factor indica- 
tive of a favorable prognosis. A second or even 
third course of therapy may be given if relapse 
occurs, but they yield lower remission rates.'7 How- 
ever, they may increase the total remission rate. 
Prolenged remission rates under proper therapy are 
estimated at from 60 to 70%.!2-1819 Factors that 
tend to favor persistent remissions are female sex, 
small goiter, and mild thyrotoxicosis.” 

It has been our policy to administer iodine in the 
form of Lugol’s solution or saturated solution of 
potassium iodide in combination with the antithyroid 
drugs. This is a necessity if the patient is being 
prepared for thyroid surgery but is optional if the 
antithyroid drugs are being used as definitive therapy. 

The above discussion has been concerned mainly 
with the use of the antithyroid drugs as definitive 
therapy. They probably have their main use in pre- 
paring patients for sub-total thyroidectomy. It has 
been our custom to render most patients in the 
younger age group with thyrotoxicosis euthyroid 
with the antithyroid drugs and then decide whether 
to have surgery performed or to continue the anti- 
thyroid medication as outlined above. 

Toxic reactions attributed to antithyroid drugs 
have been mainly hematological, dermatological, neu- 
rotoxic, and febrile.1?-14-15.17,21,22 Tn one series of 
218 patients treated with propylthiouracil, reactions 
amounted to 2.5% and withdrawal of the drug was 
only necessary in three patients.*! In a survey of 
1,046 patients treated with neomercazole, there were 
only 0.5% major and 1.5% minor toxic reactions.” 

In the usually employed dosages, the toxicity of 
propylthiouracil, methimazole, and neomercazole is 
low (Table I). According to Burrell and Fraser, the 
incidence of major toxic reactions for propylthiouraci] 
is 0.9%, for methimazole is 1.45% and for neo- 
mercazole is 0.5%. 


RADIOACTIVE IODINE 


Radioactive iodine, I-131, has been established to 
be of definite therapeutic value in hyperthyroidism. 
Since 1942, when Hertz and Roberts* and Hamilton 
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and Lawrence* reported their results of patients 
successfully treated for hyperthyroidism with radio- 
active iodine, there have appeared numerous reports 
on large series of patients so treated.25-26.27.28,29,30,31,- 
82.33.34 While various investigators differ somewhat 
in dosage the basic approach is the same. An initial 
calculated dose is given, with additional doses to be 
given as dictated by the course of the patient. 

The half-life of I-131 is only 8 days, and its 
radiation is largely in the form of beta rays with a 
tissue penetration of about 2 mm., minimizing tissue 
damage outside the thyroid. Radioactive iodine 
behaves, physiologically, like iodine and it is, there- 
fore, taken up by the thyroid and incorporated into 
thyroxin in the same way. Ia the hyperthyroid pa- 
tient it is estimated that I-131 is concentrated in the 
thyroid gland in amounts 10,000 times greater than 
in the blood.*! The cells of the thyroid gland con- 
centrate radioiodine and form thyroid hormone and 
in so doing they are inactivated or destroyed by the 
radiation they receive. Obviously more damage is 
done to the “over active” cells and the normally 
functioning cells will be spared. 

The type of patient that we have selected for treat- 
ment with radioactive iodine have been those who 
present an increased surgical risk and include mainly 
recurrent thyrotoxicosis, thyrotoxicosis complicated 
by heart disease (“thyrocardiac”), and patients in 
the older age group.* 

In general the results of treatment of hyperthyroid- 
ism with radioiodine have been excellent. Table II 


II 
RESULTS OF I-131 TREATMENT OF HYPERTHYROIDISM 
Authors Year Number of Percentage 
Reported _ Patients Remission 
Werner et al ge 103 92 
Gordon and Albright ___ 1950 120 100 
Feitelberg et al __-______ 1950 184 99 
Clark et al 384 100 
19933 642 100 
al 1955 58 93.1 
Chapman and Maloof __ 1955 528 95 
Blomfield et al _________ 1955 140 96 
Beierwaltes et al _-____ 1956 330 74.5 
1957 150 98 


Average % 94.6 


compares the results obtained by several authors 
with this type of treatment. The average percentage 
remission was 94.6%. These results are better than 
those reported for the treatment of hyperthyroidism 
with antithyroid drugs.'*!® They also compare favor- 
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ably with results reported with the treatment of 
hyperthyroidism with antithyroid drugs followed by 
subtotal thyroidectomy.*® 

The main advantages of radioiodine treatment are 
its ease of administration, hospitalization is not re- 
quired, post-treatment vocai cord paralysis or hypo- 
parathyroidism have not been reported, drug reac- 
tions are eliminated, and the risk of surgery, espe- 
cially in the presence of heart disease, is eliminated. 
No reports of malignancy developing in patients who 
have received radioicdine have been noted in the 17 
years of use of radioiodine in the treatment of hyper- 
thyroidism. However, it is our policy to restrict the 
use of radioiodine therapy to those over 40 years of 
age because of the possibility of malignancy develop- 
ing in these patients in years to come. The incidence 
of hypothyroidism following radioiodine therapy has 
been about the same as for surgery.”! 


SUMMARY AND CONCLUSIONS 


The antithyroid drugs, propylthiouracil, methima- 
zole, and more recently neomercazole, are effective 
measures for the treatment of hyperthyroidism. They 
are particularly useful in young people, with relatively 
small goiters and in all patients where the surgical 
risk is great. They are also useful in the preopera- 
tive preparation of patients who are to be treated by 
sub-total thyroidectomy. Toxic reactions are rela- 
tively uncommon and usually self-limited. Radio- 
iodine is an effective drug for the treatment of hyper- 
thyrodism and is especially valuable in recurrent 
hyperthyroidism and in the “thyrocardiac”’. 
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PONTANEOUS PNEUMOTHORAX is a com- 

mon benign disease entity of young adults. It 
occurs in males with a 5-1 ratio and has an over- 
all recurrence rate of 25 per cent.! “Pneumothorax 
simplex”” may well become a chronic and expensive 
illness since the recurrence rate is high, repeated 
hospitalization with loss of inccme, and the possi- 
bility of complications such as hemothorax or pleural 
soilage following multiple thoracenteses are a constant 
threat to the patient with a history of two or more 
proven episodes. Bilateral pneumothorax occurs not 
infrequently, or in ten to twelve per cent of patients 
with spontaneous pneumothorax, and this is attended 
with a 35 to 50 per cent mortality. It becomes ap- 
parent to one analyzing these figures that a sensible 
approach is early, vigorous treatment. Multiple 
thoracenteses are not satisfactory since the lung be- 
comes only partially expanded and a visceral-parietal 
union or symphysis cannot occur. 


SIMPLE SPONTANEOUS PNEUMOTHORAX 

The “simple” type of spontaneous pneumothorax 
usually occurs for the first time with a small air 
space of less than 25 per cent. In certain instances 
simple needle aspiration of this space may suffice, 
but in the majority of cases, a catheter drainage with 
water seal is preferable. Intercostal drainage may 
be necessary for only several days after which time 
the lung will have expanded and the chest tube 
become sealed. Removal of the catheter can safely 
be done at this time. Broad-spectrum antibiotics 
should be given during the period the tube is in the 
pleural cavity. Bilateral cases of pneumothorax 
should invariably have bilateral catheter drainage. 

Hemothorax patients require special considera- 
tion. Streptokinase® and Streptodornase® (Vari- 
dase) are administered intrapleurally to aid in the 
removal of clotted blood. This should be given 
within 72 hours of the time bleeding has stopped, 
or prior to organization of the clotted blood. Fre- 
quently, the pleural reaction caused by the Varidase 
will result in a visceral and parietal symphysis if, 
at the same time, adequate lung expansion is main- 
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tained, by catheter suction. In these patients hav- 
ing hemothorax a thickened peel of pleura is usually 
found regardless of the use of Varidase. Decortica- 
tion is indicated where a “peel” is considered to be 
significantly thick to cause future decrease in pul- 
monary function and fibrothorax. Decortication 
should be performed within four to six weeks of the 
time of hemothorax if the pleural peel is to be easily 
removed. 

All patients having spontaneous pneumorthorax 
require skin testing and sputum studies for evidence 
of tuberculous infection. At one time, almost all 
spon‘aneous pneumothorax episodes were attributed 
to tuberculosis; however, this is not actually borne 
out by present figures, and more cases of spontaneous 
pneumothorax occur as a result of subpleural bleb 
ruptures than tuberculosis. 

Mediastinal pneumothorax may also occur, al- 
though infrequently, following spontaneous pneu- 
mothorax. This complication is easily and quickly 
diagnesed by the symptoms of rapid spread of sub- 
cutaneous air over the upper chest, neck and face. 
There is a crackling sound (Hamman’s sign) char- 
acteristically heard by both patient and physician. 
Diagnosis can be confirmed by chest x-ray which 
may or may not reveal associated pneumothorax, but 
which will certainly show an air meniscus surround- 
ing the pericardium, great vessels and other medi- 
astinal structures. Severe subcutaneous emphysema 
can be both uncomfortable and dangerous. Medi- 
astinal structures can actually be compressed caus- 
ing tracheal deviation, extreme dyspnea, superior 
caval obstruction, etc. Treatment consists of inter- 
costal catheter drainage of the existing pneumothorax 
which usually controls the subcutaneous emphysema. 
Further therapy, if indicated, consists of cervical 
mediastinotomy or at least the incising of the pre- 
tracheal fascia to allow escape of air. Occasionally, 
a tracheotomy is necessary which serves to decom- 
press the trapped mediastinal air and to decrease 
dead space in the respiratory tree. 

Usually no pleural fluid is present. Occasionally, 
however, pleural fluid forms at the base, especially 
if the collapse has gone unattended for several days. 


Also occasionally, spontaneous hemothorax o«curs, 
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and this is associated with the obvious complica- 
tion of shock, lowered resistance, empyema, and 
occasionally severe bleeding. 

These instances of pleural fluid or hemothorax 
require catheter drainage: in a dependent or pos- 
terolateral position through the :seventh or eighth 
intercostal space. Simple small air spaces without 
pleural fluid are best decompressed through the sec- 
ond or third intercostal spaces anteriorly. Following 
catheter drainage, there may be no further episodes 
of pneumothorax. However, recurrence does occur, 
and unfortunately appears in about 50 to 60 per cent 
of patients regardless of vigorous early treatment.’ 
This group is called the chronic pneumothorax group. 
The complication rate in this latter group doubles. 
Tension pneumothorax, complete pneumothorax, 
hydropneumothorox and hemopneumothorax all oc- 
cur with increased incidence in the chronically 
recurring pneumothorax patient. 


CHRONIC PNEUMOTHORAX 


The chronic type of pneumothorax bears direct 
relationship to the pathology which is described 
briefly as follows: 

In the vast majority of cases, subpleural air vesi- 
cles or blebs are the offending agent. Often, these 
present as small thin-walled beads along the edge 
of the apical and posterior segments of the upper 
lobes. Rupture of these vesicles causes sudden 
change in the intrapleural pressure with resultant 
partial collapse of lung tissue. Often the collapse 
itself serves to compress the walls of the blebs to- 
gether, thus causing the rupture to seal by coaptation, 
fibrin formations, etc. Intercostal cathether drainage 
and lung re-expansion will then be complete and 
unattended with a persistent air leak. If the vesicles 
are multiple and large, the recurrence rate is high. 
Often larger air sacs or bullae exist, especially in 
the upper lobes, and these will give a large pneumo- 
thorax with persistent air leak. Occasionally, with 
long-standing pneumothorax, the visceral pleura 
becomes thickened thus “trapping” the lung in the 
collapsed state. It is presumed that, whether large 
or small, these vesicles are forerunners of the more 
diffuse process called emphysema. Chronic recur- 
rence of pneumothorax, two or more times, simply 
means that multiple small subpleural vesicles exist 
and that repeated leakage can be expected. Often 
large cysts can be seen on x-ray. At any rate, an 
understanding of the pathology lends understanding 
to the following indications for exploratory thorac- 
otomy : 
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1. Occurrence of two or more episodes of spon- 
taneous pneumothorax. 

2. Occurrence of one or more episodes of pneu- 
mothorax with x-ray evidence of large intra- 
pulmonary blebs or vesicles. 

3, Occurrence of one or more episodes of bilateral 
spontaneous pneumothorax. 

4. Occurrence of one or more episodes of spon- 
taneous pneumothorax with associated hemo- 
thorax. 


‘mn 


Occurrence of one episode of spontaneous 
pneumothorax with failure of expansion fol- 
lowing prolonged intercostal catheter drain- 
age (ten or more days). This is called a “per- 
sistent air leak”. 


METHODS OF SURGICAL INTERVENTION 


The simple intercostal catheter drainage has been 
described. 

Several years ago, a variety of “closed” surgical 
procedures were used with varying success. These 
included thoracoscopy and lysis of adhesions as well 
as cauterization of the leaking area under direct 
thoracoscopic vision. Also, chemical pleuritis has 
been tried with a huge number of irritating solutions 
and powders.> These have had generally poor re- 
sults. Some of these substances are mentioned for 
condemnation and interest’s sake: Tuberculin, killed 
bacteria, peptone, india ink, ether, formaldehyde, 
turpentine, talc, etc. However, failure has usually 
occurred for the following reasons: 

1. Inadequate expansion of the lung following 
thoracoscopy prevented visceral and parietal 
contact and thus lack of symphysis. 

2. Adhesions, when formed, were inadequate and 
stringy, and after fixation occurred at the least 
desirable area over the mediastinum and 
diaphragm. 


More recently exploratory thoracotomy has been 
urged in the treatment of recurrent spontaneous 
pneumothorax. Gaensler? and Gebauer®, have ad- 
vocated pleurectomy for insurance against further 
episodes. These authors feel that following excision 
of the vesicle areas either by wedge, segmental re- 
section or lobectomy, a pleurectomy is indicated. It 
has been our feeling that if a discrete area of blebs 
can be removed or if a cystic upper lobe is resected, 
pleurectomy is not necessary and simply adds to 
the procedure. However, diffuse cystic disease which 
cannot be locally resected, or a negative explora- 
tion revealing no obvious area of leakage should 
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be attended by a pleurectomy or at least “roughen- 


ploratory thoracotomy are given and are based pri- 


ing” of the parietal pleura with instrumentation or marily on the important point that usually a large 
sponges. vesicle or series of subpleural blebs must be excised i 

Certain cases of prolonged collapse will have a as the underlying offender in order to prevent mul- \ 
thickened visceral pleura resulting in a “trapped” tiple occurrences of collapse. Pleurectomy is occa- | 
lung. These cases will require a decortication, re- sionally indicated where no discrete area of pul- 
section of localized vesicle area and a_ parietal monary cystic change can be found. Poudrage pro- | 
pleurectomy if this is deemed necessary at the time cedures are always contraindicated and have no place | 


of operation. in the present-day handling of spontaneous pneumo- 


Postoperatively, the chest cathethers are left in thorax. i 
place four to six days to insure adhesion formation. 
Attention is also directed to complete expansion of REFERENCES 
the lung and multiple endotracheal aspirations are 
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(a) (b) 


Shows complete pneumothorax. Complete expansion following inter- 
costal catheter drainage. 


(b) (c) 
d Complete left side pneumothorax. Intercostal catheter in position. Complete expansion following 

intercostal drainage. 
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Eye Protection 


Suspicions that fluorescent lighting may be in- 
jurious to the eyes are unfounded, according to a 
committee of the American Medical Association. 

“Fluorescent lighting is not harmful to the eyes. 
It does not cause visual discomfort if properly in- 
stalled, maintained, and used,” the A.M.A. com- 
mittee on industrial ophthalmology of the Council 
on Industrial Health said. 

The commitee’s findings are part of three special 
reports on eye protection in industrial plants which 
appear in the September Journal of the A.M.A. 

The study also revealed that: 

—tUltraviolet energy from clear blue summer sky 
light is several times as great per foot-candle as 
fluorescent light. 

—Light from some fluorescent lamps resembles 
daylight more closely than that from tungsten-fila- 
ment lamps. 

—Heat is the only known physiological effect pro- 
duced from infrared energy found in present-day 
fluorescent lighting. 

—Glare may occur in any lighting system and can 
be solved by proper installation and use. 

—Noticeable flicker is usually eliminated in mod- 
ern multiple tube fluorescent installations. 

The committee recommends the use of guides set 
forth by the American Standards Association and the 
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Illuminating Engineering Society to achieve the de- 
sired level of illumination. 

In a second report to the council dealing with 
chemical eye injuries, the committee said, ‘““Water is 
still the most universally available, effective, and 
practical emergency first-aid treatment of eyes in- 
jured by chemicals.” 

“Published reports of research in the use of 
buffered neutralizing solutions have failed to show 
superiority of buffer instillation over proper water 
irrigation.” 

Immediate and thorough flushing of chemicals 
from the eyes has brought about a tremendous saving 
of eyesight among industrial employees. 

In a discussion of eye safety equipment the com- 
mittee stated that “eye disease is not caused by lenses 
in eye safety equipment. Substandard or improperly 
fitted lenses may cause annoyance and discomfort, 
but not disease.” 

Safety goggles should meet the specifications of 
the National Bureau of Standards. 

“The examination, fitting, and maintenance of 
eye protective wear should be under the supervision 
of an eye physician.” 

Dr. Edmund B. Spaeth, Philadelphia, is chairman 
of the committee. 
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Understanding the Language 


INCE THE DOORS of the Child Psychiatry 
Clinic at our hospital were opened approximately 
18 months ago there has been a constant stream 
of traffic consisting of parents and their children, 
whose behavior or symptoms were severe enough in 
nature that the parents sought assistance in alleviat- 
ing the undesirable symptoms. Generally the symp- 
toms may be grouped under such large categories 
as: (1) Personality problems arising from physical 
illnesses, such as diseases and injuries of the brain, 
and convulsive disorders. (2) Problems of behavior 
such as unusual eating problems, disturbances of 
sleep patterns, juvenile delinquency, and schizo- 
phrenia, and (3) Psychosomatic problems, such as 
problems relating to the various systems of the body. 

The psychosomatic problems will be discussed 
briefly, and emphasis will be placed on the impor- 
tance of understanding the language of the child 
or adclescent with a psychosomatic problem. The 
general statements are applicable equally to the per- 
sonality problems and the problems of behavior. 
Indeed, it is not unusual to see the child with a 
psychosomatic problem who at the same time has 
some other manifestations such as the behavior 
problem. 

Psychosomatic problems in children are not un- 
common, and in addition to being made aware of it 
in our daily practice of medicine, it is brought to 
our attention in both classical literature and in the 
popular press. 

A familiar children’s story, Heidi, tells of a little 
girl who is forced by an unfeeling guardian to leave 
her beloved grandfather and his home in the moun- 
tains of Switzerland to be a companion for a wealthy 
invalid child in the city. Becoming increasingly 
homesick and lonely for familiar scenes and old 
friends, she loses her appetite, becomes thin and 
ill until she is returned again to her grandfather 
and her mountains. 


Presented at the fall meeting, 1957, of the Pacific Air 
Forces Medical Conference, Baguio, “he Philippines. 

Dr. Powers was a major in the USAF (MC) at the 
time this paper was presented. 
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The well known life of Elizabeth Barrett Browning 
is a good illustration of a psychosomatic problem. 
Given the convenient excuse of a temporary injury 
sustained when she fell from a horse at the age of 
15, her father, after the death of his wife and fol- 
lowing financial disappointments, forced his favorite 
and eldest daughter Elizabeth into semi-invalidism 
through late adolescence and early maturity in order 
to keep her at home with him. When at the age of 
30 she met and fell in love with Robert Browning, 
the impetus of the strong emotions thus released 
enabled her to walk and to gain sufficient strength 
to elope with him to Florence, lead a normal social 
life and bear a child without injuring her so-called 
“delicate” health. 

Another example that comes to mind occurred a 
few years ago among the youthful occupants of a 
barracks at a large Air Force Basic Training Center 
in New York State. It was in the middle of a leng 
cold winter and most of the trainees were away from 
home for the first time in their lives. The anxiety 
of separation normally experienced by these late 
adolescents was accentuated by the closed-ir feeling 
and the isolation resulting from the unusually severe 
winter. Upper respiratory infection was rampant 
among the personnel on the base. One of the occu- 
pants of the barracks who had an upper respiratory 
infection came down with a meningitic process, 
complete with elevation of temperature, stiff neck 
and headache. These symptoms were observed by 
his associates before he was removed to the hospital. 
That night about half of those in the barracks were 
affected with similar symptoms, minus the tempera- 
ture elevation. Actually they did not have meningitis 
but their fear had been converted into these psycho- 
somatic manifestations. 


STUDYING BEHAVIOR 
In attempting to understand the behavior of any 
given child there are three large areas which must 
be given consideration. 


Individual Differences: Although we do not un- 
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derstand the reasons very well, it is easily recog- 
nized that persons, including babies, differ from 
each other. We are able to predict with some 
accuracy the individual differences in physical 
growth and development. We can measure fairly 
well the basic intellectual differences in individuals. 
But there are intangibles which determine the man- 
nr in which the child experiences and reacts to 
this environment; and about these inner differences 
our understanding is quite limited. One baby may 
be hyperactive while another may be hypoactive, and 
as time passes this early manner of reacting may be 
observed to develop into a well-defined pattern of 
activity that is characteristic of the particular indi- 
vidual. Work is being done in an effort to determine 
what effect maternal emotional experiences and re- 
actions during the prenatal period may have on the 
infant, and some interesting presumptive evidence 
is available. But about all that can be said at this 
time is that people are different and they react differ- 
ently to the same stimuli. 


Cultural Influences: Just as individuals differ 
one from the other cultural groups and sub-cultural 
groups differ in what is expected of its constituents. 
It is the society or culture which determines in large 
measure the process of child training and education. 
At first the child does not meet these cultural in- 
fluences directly but through the medium of the 
parents. Attitudes within a culture, about a specific 
function, differ less than attitudes between cultures. 
For example, in the United States the majority of 
babies have discontinued breast or bottle feeding 
soon after their first year of life. Whereas in some 
other countries the baby is allowed to breast feed 
much longer, often until the child discontinues of 
his own volition. 


Parental Influences: Undoubtedly parents are the 
most important factor in determining the reaction 
patterns and personality development of the child. 
This is especially true in human development be- 
cause of the long period of dependency of the child 
while meaningful relationships are being established 
with the adults. It is during these early impres- 
sionable years that the child must progress from no 
awareness of self to a realization that he is a sep- 
arate individual in his own right. Through the 
understanding and support of both parents the child 
gradually, through direction and trial and error, 
works out for himself the kind of person he can be 


as an individual and the kind of person he can be 


in relation to others. 
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CASE PRESENTATIONS 


These presentations are taken from the cases that 
we have seen and serve to point out the various sys- 
tems involved in these psychosomatic reactions, at 
the same time highlighting some of the important 
factors in the disorder. 

Case #1: Nancy, an attractive 3% year old girl, 
was referred because of a history of “breaking out 
in a rash all over”. This had been occurring at 
varying intervals for a period of four months. She 
was described as a very sensitive child who would 
not mind her parents and whv was very stubborn. 
Both parents stated frankly that they did not under- 
stand this child at all. In addition to the rash, they 
described nail biting and stated that she was a very 
high-strung child who did not get along well with 
children her age. 

Interviews with the parents revealed them to be 
somewhat perfectionistic and rigid persons who made 
many demands of Nancy. In reviewing the history 
of her rash, it was evident that whenever it occurred 
she has been subjected to some stressful situation 
during which she became extremely nervous. 

Case #2: Tom, a nine year old boy, was referred 
with the complaint of headache, intermittently for 
a period of two years. The headache usually ap- 
peared when he became anxious about something. 
He was a very competitive child, of very competitive 
parents, and there seemed to be a relationship be- 
tween the onset of his headache and anxiousness 
centered around failure to achieve or failure to win 
in some kind of competition. The mother also gave 
a history of headaches. 

It has been our experience that functional head- 
aches are not too frequent in children before the 
age of puberty and that when they do occur one is 
usually able to find a history’ of tension headache 
in one of the parents. 

Case #3: John, a 15 year old boy, was brought 
to the clinic by his mother with a history that he 
had suffered from rheumatic fever as a child and 
at that time the family physician cautioned against 
over-activity. He frequently became very anxious 
and experienced palpitation of the heart, accom- 
panied by sweating. The mother had rheumatic 
fever during her adolescence and her activity had 
been restricted with the result that ever since she 
had been very heart conscious. 

A thorough cardiac evaluation revealed no evi- 
dence of any organic disorder and the internist 
thought it unlikely that the boy had actually had 
rheumatic fever; at any rate he saw no reason to 
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restrict the activity of this young boy. After a few 
interviews the mother was able to accept the find- 
ings, to understand her sensitized attitude with the 
result that the boy was permitted the usual activity 
of boys his age. A follow-up a few months later 
revealed that he was asymptomatic and that he was 
an active member of the high school football squad. 

Such reactions referrable to the-cardio-vascular 
system in adolescents can almost always be traced 
to an organic or functional cardiac illness in some 
significant member of the family. 

Case #4: Terrence, a 3 year old boy, was brought 
to the clinic with the information that he had “fits”. 
These episodes had occurred on three or four occa- 
sions and were characterized by holding his breath, 
falling, and becoming cyanotic. A seizure work up 
was within the limits of normal. During the course 
of these examinations it was learned that the father 
and mother were experiencing considerable marital 
difficulty and that on each occasion when the child 
had experienced one of his “fits” it came after an 
argument between the parents at which time one of 
them might displace the anger and scream at the 
little boy or, as happened on one occasion, slap him 
across the face. 

Case #5: Helen, a shy self-conscious girl of 14 
who was unusually bright, was referred because of 
a history of persistent nausea and vomiting each 
morning before school. The physical examination 
was normal. Her parents placed emphasis on ex- 
celling in some area and this girl felt she was 
unattractive and that scholarship represented the 
only chance of success. It was learned that the 
teacher of her first class each morning, a language 
teacher, was a strict, perfectionistic, sarcastic “old 
maid” of about 40. Interestingly enough the vom- 
iting was absent on Saturdays and Sundays. The 
mother placed a great emphasis on matters of health 
particularly diet and insisted that the girl eat break- 
fast before going to school even though she could 
be expected to vomit. After the first class was over 
the girl’s normal appetite returned and she ate with- 
out difficulty. 

The situation was resolved, though without much 
insight on the part of the family, when circumstances 
occasioned a change of teachers at the end of the 
semester. 

Case #6: Jerry, a 10 year old boy, had been 
unable to have a bowel movement without the use 
of enema since early childhood. The physical exam- 
inations were normal. He and his sister had been 
adopted, when after several years of marriage, the 
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parents were unable to have children. The father 
was a very busy man and spent little time with the 
children. The mother, a very intelligent person, 
freely revealed that she always had been over-solic- 
itous and had given great attention to intake and 
output. She was constantly concerned that she do a 
good job in rearing the children and said, “I guess 
parents are more concerned about successfully rear- 
ing adopted children than they would be their own.” 

Efforts to have the father participate more in 
family affairs where the children were concerned 
were successful. Also, the mother was able to de- 
emphasize the concern with intake and output. As 
a result the boy within a period of about four weeks 
was able to eliminate normally. 


Case #7: Barbara, an alert 6 year old, was re- 
ferred by the school because of urinary frequency, 
occurring as often as six to eight time in the course 
of a morning. Complete physical and laboratory 
examinations were normal. The history was that the 
child had started school a month late when the 
family arrived in Japan and the difficulty had 
started immediately. The child has expressed 
concern to her parents that the other children were 
far ahead of her and she did not understand the 
teacher’s explanations and was afraid to ask her 
what she meant. Examination of the child revealed 
a somewhat anxious little girl, who was very bright 
and who, even at that age, seemed to understand the 
connection between her symptoms and the school 
situation. The teacher was a person of more wit 
than warmth and at first intimidated the child by 
telling her that she could not go to the bathroom 
except at recess time. This increased the child's 
anxiety and the urgency increased. Treatment in 
this situation consisted mainly of interpretation to 
the teacher of the child’s feelings and the mechanisms 
involved. 

Case #8: Lance, a 12 year old boy, was referred 
because of the recent development of frequent spas- 
modic blinking of the eyelids. The physical exam- 
inations were normal. The history indicated that 
recently he had been enrolled in a parochial school 
where the scholastic standards were very high. His 
father, although an extremely intelligent person, had 
been unable to attend college and had constantly 
pushed himself to make up for what he considered 
his educational deficiency. He placed undue em- 
phasis on scholastic achievement and pushed the 
boy beyond his capacity. The father was so engrossed 
in his job that the only time he ever spent with this 
boy was to supervise with great intensity and zeal 


19 


} 
| 
i} 
| 
4 
| 
_ 
| 4 
| 
| 
| & 
| 
} 
| 
| 
| 


the time the boy devoted to his homework. There 
was discord between the father and mother in regard 
to pushing the boy to this extent, and as a result the 
boy was under great emotional strain. 


TREATMENT 

No attempt is made here to discuss the specific 
methods of treatment or to offer any psycho-analytic 
interpretation of symptoms. In treatment we at- 
tempt to create an atmosphere which will not threaten 
the parents and which will not point the accusatory 
finger at them as if to say, “It is all your fault.” 

We believe, despite all the popular writing about 
the inadequacies of parents, that the majority of 
parents love their children and do the best they can 
under the circumstances. And we have found that 
if the right atmosphere is created parents for the 
most part will actively and enthusiastically enter 
into the treatment process, which focuses not on the 
symptoms of the child but on the emotional pressures 
which result in the symptoms. 

Some of the symptoms can be resolved in one or 
few visits, while others may take many visits for 
both parents and child. Obviously some of this takes 
time, and often when the parents come for the first 
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January is traditionally March of Dimes Month. 
This year’s contributions to the March of Dimes 
will not only help polio victims for whom the Saik 
vaccine came too late, but will help finance the 
greatest attack on disease ever attempted by a volun- 
tary health agency. 

All of the resources of the National Foundation 
(formerly the National Foundation for Infantile 
Paralysis) will be thrown into a bold fight against 
such cripplers as birth defects, arthritis, virus dis- 
eases. While these, plus polio, will receive the 
immediate attention of your National Foundation, its 
broad research and professional education programs 
will allow freedom to attack new problems as they 
arise. 

A daring undertaking, this new program? Per- 
haps so. But it was only through such a daring 
assault on polio that the American people made 


time with the child they are very anxious to have 
something done right away. It is important not to 
be drawn into this maelstrom of urgency but to 
convey to the parents an attitude of optimism and 
willingness to help in resolving the problem. This 
prospect of help usually reduces their anxiety and 
impatience and enables them to cooperate in gath- 
ering the necessary data so that a dynamic treatment 
program can be instituted. 


SUMMARY 

The focus in this discussion has been on psycho- 
somatic problems in children. Brief cases have been 
presented with symptoms referable to the major 
bodily systems. Emphasis has been not on the symp- 
toms themselves, but on underlying factors disturb- 
ing the child which are expressed in the language 
of symptoms. It is our responsibility as physicians 
to understand the implications of this language in 


order to help the child with psychosomatic manifes- 
tations. 


Bristol Mental Health Clinic 
Bristol, Virginia 


of Dimes 


possible the development of the Salk vaccine that is 
so highly effective in preventing paralytic polio. 

Pledged for more than 20 years to help victims 
of polio, the March of Dimes will continue to keep 
faith with these unfortunate cripples. Financial 
help for hospitalization, special equipment such as 
rocking beds and iron lungs will be provided those 
who need it. And the Foundation will continue to 
urge every man, woman and child to be vaccinated 
against paralytic polio. Until the under-40 age group 
is protected, there is always the danger of epidemics 
such as Detroit and western Virginia have just ex- 
perienced. 

To further this dynamic program you will be given 
many opportunities to contribute in January— 
through coin collectors, mailed contributions, the 
Mother’s March, office collections, special gifts— 
give to the March of Dimes. 
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A Rational Treatment for Advanced Cancer 
of the External Ear and Temporal Bone 


T IS GENERALLY AGREED that squamous 

cell carcinoma is the commonest malignant tumor 
of the external ear. However, Mohs! and Pfahler* 
reported that basal cell carcinomas were more frequent 
in their series. The location of the tumor is of great- 
est importance in determining the prognosis of the 
patient. Eller and Eller, and Sylven and Ham- 
berger* have stated that those cancers arising in the 
cephalo-auricular angle, in the region of the auditory 
canal, or on the tragus, offer the poorest prognosis. 
Often the site of origin is deceptive, and extrinsic 
cancers may originate from an internal focus. 

All of these malignancies of the ear are locally 
invasive, and metastases to the regional nodes occur 
relatively infrequently and late in the disease. Can- 
cers of the external ear generally spread endocran- 
ially. Surrounding structures are often involved and, 
occasionally, the patient presents himself with partial 
facial paralysis. Death results from hemorrhage, 
infection, or inanition. 

The greatest single cause for failure in the sur- 
gical treatment of these tumors has been inadequate 
piece-meal removal resulting in a prohibitively high 
local recurrence rate: In 1951, Campbell advocated 
en bloc resection of cancer of the temporal bone.® 
In 1954, Figi also advised radical en’ bloc removal 
of cancer of the ear and temporal bone.” Neither 
author reported performing such a procedure. The 
same year, Parsons reported a sizeable series of suc- 
cessful en bloc resections of the temporal bone for 
cancers arising in the external and middle ear.‘ 
Recently, Gaisford reported a series of temporal bone 
resection for extensive cancers of the ear.2 We have 
successfully utilized Parson’s combined approach to 
the middle ear and temporal bone in the management 
of a very extensive, uncontrolled cancer of the ex- 
ternal ear. We feel that this case clearly demonstrates 
the necessity for adequate en bloc resections in such 
patients. 


From the Department of Surgery, Division of Plastic 
and Maxillofacial Surgery, University of Virginia Hos- 
pital, Charlottesville, Virginia. 
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CASE REPORT 


W.H.C., a 75 year old white male was referred 
to the Division of Plastic and Maxillofacial Surgery 
on July 9, 1956, with a well-documented history of 
cancer of the left ear of one year’s duration. The 
lesion was first excised in April, 1955. The patho- 
logical report was Grade III squamous cell car- 
cinoma. The lesion recurred shortly thereafter and 
again surgical excision was performed. Several 
months later, the cancer recurred and the left ear 
and surrounding tissues were treated with two courses 
of x-ray of 1000 r each. 

Examination revealed an elderly male with a fun- 
gating tumor of the left ear. (Fig. 1). His chief 
complaint was constant left-sided headache and 


Fig. 1—Preoperative photograph. Marked fullness in 
parotid. Weakness of lower lip. Ulcerated tumor in 
external ear. 
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partial deafness in the left ear. The external canal 
was filled with a fungating tumor which extended 
through the concha into the posterior auricular skin. 
The parotid was hard and there was slight weakness 
of the left corner of the mouth. Visualization of the 
tympanic membrane was impossible because of the 
obstructing tumor. Pus and blood exuded from the 
external os. Audiometric studies indicated a con- 
ductive type of deafness. There was no tinnitus or 
vertigo, X-rays of the temporal bone revealed hazi- 
ness with rarefaction in the central air cells. 

On July 12, 1956, under general endotracheal 
anaesthesia, a circular incision was made around the 


Fig. 2—Soft tissue involvement outlined 
with wide adequate margin. Middle 
fossa entered through temporal squama. 


lesion allowing a 3-4 cms. margin. (Fig. 2) Ap- 
proximately 1.5 cms. posterior to the ear canal, and 
in the deep portion of the bony external canal adjoin- 
ing the drum, the mastoid bone was invaded. The 
sigmoid sinus was unroofed with a chisel and dental 
burr. After its identification, the dissection was 
carried anteriorly to include the entire parotid gland 
and facial nerve, with overlying cheek. Inferiorly, 
the upper one-fourth of the sternocleidomastoid mus- 
cle was included. Three subdigastric lymph nodes 
were negative by frozen section. Trephine openings 
were made in the temporal squama 3.5 cms. above 
the external ear canal. The dura was reflected from 
the petrcus pyramid as far as the internal acoustic 
meatus. A chisel was placed medial to the tegmen 
tympani and directed downward and laterally. The 
petrous pyramid lateral to this point was removed. 
en bloc with the soft tissue specimen. The internal 
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carotid, internal jugular vein and dura were left 
exposed in the depths of this bony excavation. (Fig. 


Fig. 3—Operative defect following resec- 
tion of scalp, parotid and temporal bone. 


3) A tear in the dura in the posterior fossa was 
repaired with a running 6-0 silk suture which incor- 
porated a piece of temporalis muscle in the closure. 

The use of a large rotation scalp flap facilitated 
closure of this large compound wound. An addi- 
tional rotation cheek flap completed the closure. 
(Fig. 4) 


Fig. +—Immediate wound closure accom- 
plished by !arge rotation scalp flap. 


Except for a vesicle neck obstruction, relieved by 
a perineal prostatectomy on the fourteenth post-oper- 
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ative day, the patient’s course was uneventful. He 
was ambulatory on the first day after the operation 
and had little or no dizziness. His wounds healed 
rapidly and he was discharged to his home. 

He has been followed at regular intervals in the 
Plastic Surgery Clinic, and has had no sign of tumor 
recurrence at the time of this writing. He is able to 
carry on a life comparable to that prior to his opera- 
tion. (Fig. 5 and 6) 


DISCUSSION 


Pfahler and Vastine have stated that the treatment 
of cancers of the external ear results in a greater 
percentage of failures than in any other superficial 
part of the body.” The tardiness of establishing a 
diagnosis in cancers of the ear has proved to be a 
determinate factor in uncontrolled ear cancer as 
pointed out by Towson and Shafstall.” 

Uncontrolled carcinoma of the external ear invades 
the mastoid, middle ear and continues its extension 
endocranially. The parotid gland, facial nerve and 
great vessels are eventually involved. The disap- 
pointing results with fulguration of the tumor and 
radiotherapy are well accepted by most otolaryn- 
gologists. In 1892, Bircher first performed petro- 
sectomy for an abscess at the petrous tip." Heyer, 
in 1897, also reported a piece-meal resection of the 
temporal bone.” However, the treatment of cancer 
of the temporal bone must be radically different from 
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Fig. 5 and Fig. 6—Patient free of disease over two years following resection. 


the treatment of infection if we expect to salvage 
these patients. 

The application of the principles of block resec- 
tions for cancer of the head and neck applies to the 
treatment of advanced cancer of the external and 
middle ear. The sacrifice of contiguous structures 
without regard for facial symmetry in conjunction 
with a homolateral neck dissection is mandatory in 
order to eradicate the soft tissue extension of the 


tumor. Subtotal resection of the temporal bone en 
bloc is accomplished by an extradural approach 
through the temporal squama thereby exposing the 
petrous pyramid as far as the internal acoustic 
meatus. After unroofing the sigmoid sinus, the block 
resection of the temporal bone can be effected as 
described by Parsons. The necessity for an en bloc 
neck dissection is predicated upon the presence of 
clinically involved lymph nedes. In the case herein 
reported, we did not perform an associated neck 
dissection since the digastric lymph nodes were nega- 
tive by frozen section. The use of a large rotation 
scalp flap permitted primary wound closure, thus ob- 
viating the troublesome complications associated with 
open wounds of this magnitude and location. A 
detailed report of this method of reconstruction will 
be published in the Journal of Plastic and Recon- 
structive Surgery. As so aptly phrased in 1954 by 
Figi in an extensive study of cancer of the middle 


23 


| 
| 
it 
if 
) 
| 
| 
| 
j 


ear:’ “If it is true that here fools rush in where 
angels fear to tread, it is no less true that a defeatist 
attitude and a half-hearted attempt at eradication 
on the part of the surgeon is tantamount to the death 
sentence for most patients.” 


CONCLUSIONS 


1. Advanced cancers of the external and middle 
ear should not be considered as hopeless con- 
ditions. 

2. By adhering to the erroneous principle of piece- 
meal removal of tumors of the middle ear and 


temporal bone, we are jeopardizing the patients 
chances of survival. 


w 


Sound principles of reconstructive surgery have 
extended the scope of surgery for cancer of 
the ear and temporal bone. 


4. Block resection of the temporal bone and con- 
tiguous structures in conjunction with a formal 
block dissection of the neck is the logical choice 
of treatment for advanced cancers of the ex- 
ternal ear and temporal bone. 
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The Average American Doctor 


The U.S. doctor works much harder than the 
average person and plays far less. This is disclosed 
in a recent survey conducted by Parke, Davis and 
Company among more than 9,000 doctors. The sur- 
vey is incorporated into the current issue of its 
“Patterns of Disease,” a publication designed for 
the exclusive use of the medical profession. 

Half the physicians reporting average a work week 
of 50 hours or longer—at least 20 per cent more than 
the accepted norm of 40 hours. Close to 60 per cent 
spend less than 10 hours a week on recreation, and 
of the 37 per cent who pursue hobbies, half spend 
four hours or less per week on these diversions. 


The average American doctor is 44 years old, 
five feet ten inches tall and- weighs 173 pounds. 
These professional ‘vital statistics’ are based on a 
special survey, both the largest and the most recent 
of its kind, conducted by the pharmaceutical firm 
among more than 9,000 doctors. 

Heart disease appears to be the particular Nemesis 
of the U.S. physician. In a study of 2,700 physi- 
cian deaths from July 1, 1957, to June 30, 1958, 
heart disease was the single or contributory cause 
of 50 per cent. 

In the under 45 age group, auto accidents ranked 
first as a contributory cause of death, accounting 
for more than 40 per cent. 
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Using a New Drug 


Roe DECADES castor oil has been the drug of 

choice to evacuate the colon prior to radiographic 
study. Many other laxatives and cathartics have 
been tried but none could measure up to castor oil 
for routine use. Recently a new drug, Dulcolax, has 
been introduced in Germany. The German literature 
describes in detail its use and effectiveness in replac- 
ing enemas for preparation of patients for surgery 
and for their post-operative care. Using Dulcolax 
as a rectal suppository, satisfactory evacuation oc- 
curred in ten to forty minutes after administration 
with almost uniformly favorable results. A report 
by Hauff' of 200 unselected surgical patients fol- 
lowing minor and major surgical procedures indi- 
cated that the rectal suppository produced a reliable 
and for most patients a painless emptying of the 
entire large bowel. Other reports®* concern treatment 
of patients with different types of constipation and 
the preparation of patients for sigmoidoscopy. Ganz 
and Zindler* reported almost uniformly favorable 
results in 375 patients and specifically mentioned 
preparation of the colon for radiographic procedures. 
They did not give the drug by mouth using only 
rectal suppositories. 

The drug, bis (p-acetoxyphenyl)-2 pyridylme- 
thane, trade name Dulcolax,® is a crystalline com- 
pound, colorless, tasteless and insoluble in water 
and alkali.® It is one of a family of new laxatives 
that exerts the laxative effect by contact with the 
intestinal mucosa rather than by absorption into the 
blood stream, or irritation with hydrostatic effect. 
No irritative change on the intestinal lining has been 
discovered even after prolonged over exposure by 
massive doses in animals. For practical purposes no 
contraindication to its use is known since no systemic 
effect has been observed. 

It soon became apparent after using Dulcolax with 
selected patients that its qualities were superior to 
castor oil in several respects. No attempt to per- 
form a controlled study comparing the qualities of 
Dulcolax with that of castor oil has been made since 
it was quite evident that better results in the prep- 
aration of the colon were being obtained with Dul- 
colax, with less discomfort to the patient. Patients 
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Colon Preparation For Radiological Studies 


JOHN A. MARTIN, M.D. 
Roanoke, Virginia 


prefer Dulcolax to castor oil for many reasons. The 
tablets are tasteless and the action they produce gen- 
erally does not have the griping intestinal dis- 
comfort or peristaltic rushes that castor oil frequently 
produces. The stool usually is a semi-formed soft 
stool rather than a liquid stool. Even if the effective- 
ness of the bowel emptying were only as good as 
castor oil the drug would be preferable to castor 
oil because of the ease of administration. Replacing 
the time consuming, and frequently ineffective, 
cleansing enema and the discomfort that often ac- 
companies the enema is another advantage of using 
rectal suppositories. 

The result of colon preparation in about 70 of 
our patients were carefully observed and in all but 
three of them satisfactory preparation of the colon 
was obtained. Many of them had excellent prepara- 
tion exceeding that usually seen with the castor oil 
routine. One failure occurred in a patient who had 
a barium meal with subsequent stasis of barium in 
the colon over several days. The Dulcolax supposi- 
tory caused evacuation but only after repeated ad- 
ministrations did the colon become clean. One pa- 
tient had a poor evacuation following the usual 
Dulcolax dose but this was repeated on the fellowing 
day and very good preparation of the colon was pro- 
duced. The third patient retained fecal material and 
barium in the colon after several rectal applications 
and oral doses of Dulcolax. 

There is some evidence that failure of Dvulcolax 
to produce catharthis has been due to a counter 
action by some other drug the patient is concurrently 
receiving, such as the opiates. We have only a few 
cases in which this has occurred and the evidence 
is therefore too scant to draw a conclusion at this 
time. 

Our present routine of preparing the colon is to 
restrict the solid intake the day before the studies 
limiting the afternoon and evening meal to clear 
liquids that have no residue. At 3 P.M. the day 
prior to the radiographic examination two Dulcolax 
tablets or 10 mgm. are given by mouth and the fol- 
lowing morning at 7 o'clock a 10 mgm. Dulcolox 
rectal suppository is used. (We use the same prep- 


25 


} 
| 
| 2 
| 
| 
| | 
4 
| & 
be 
a 3 
it 
n 
is 
8, 
se 
1g 
| 
| 


aration for intravenous pyelogram.) In_ several 
instances debris was found in the proximal colon 
following this procedure but on questioning the 
patient we found that many of these had had solid 
food for supper rather than the liquid diet. It may 
be that using the drug in combinations with cleans- 
ing enemas will provide the best method of prepara- 
tion for barium enema. Giving it at a different 
hour may also be of value in some cases. 

We have had limited experience with children 
but in several incidences very satisfactory results 
were obtained. Rectal suppositories proved very ef- 
fective in preparing two children. According to the 
manufacturer half of a rectal suppository can be 
given to very small children and if this does not 
produce satisfactory emptying after thirty minutes 
to an hour it may be repeated. Children usually 
cannot take the drug by mouth because chewing 
the tablet or dissolving the tablet in the mouth re- 
moves the enteric coating of the tablet and produces 
vomiting. 


SUMMARY 


A new colon evacuant, Dulcolax, used in place 
of castor oil in the preparation of patients for radio- 
graphic studies, has proved very satisfactory. Castor 
oil no longer is a part of our routine preparation at 
the Roanoke Memorial Hospital. The drug stimu- 


lates emptying of the bowel after contact with bowel 
mucosa and generally produces a much better and 
more comfortable evacuation than castor oil. Use 
of the drug following surgery, in nursing mothers 
since it is not transported in the blood and its use 
generally to replace enemas seems reasonable and 
practical. 
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“Shoe Dermatitis” 


A chromium salt used to tan leather has been 
found to cause skin eruptions on the feet, according 
to Dr. George E. Morris, a Boston dermatologist. 
The material has long been suspected of causing 
dermatitis, but it has never—until recently—been 
available for use in patch-testing which would prove 
its effect on the skin. 

His is the first report of a study in which persons 
suspected of having shoe dermatitis have actually 
been tested with the chrome salt found in their shoes, 
he said in the November Archives of Dermatology, 
published by the American Medical Association. 

He found four patients with shoe leather dermatitis 
who reacted positively to the chrome salt. In addi- 


tion, two leather workers who previously had “chrome 
dermatitis” reacted positively to the material. 

The chrome salt joins a number of other substances 
found in shoes that cause dermatitis. They include 
dyes and other chemicals in the leather, the material 
used in the box toes of shoes, and rubber adhesives. 

The chrome salt is leached from shoe leather by 
an acid in perspiration and deposited on the skin. 
He noted that it has long been believed that the 
chrome salt could not be separated from the leather. 
However, two leather chemists recently proved that 
it could be. 

The dermatitis will clear if the patient stops wear- 
ing leather shoes. 
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Psychogenic Headache 


HE INCIDENCE OF HEADACHE and the 

public concern seem to have pyramided in our 
time. In contrast with this experience, many other 
formidable disease entities have been brought under 
our control. Fortunately, the investigation of head- 
ache has also accelerated. There has been a wealth 
of contributions on the subject in the recent liter- 
ature, yet, undoubtedly, there are many things which 
remain to be said, and particularly so on headache 
of psychogenic origin. 

When we speak of psychogenic headache, we may 
offend our patients who are likely to confuse emo- 
tional with imaginary. Also our colleagues may feel 
that we ignore their results with therapy which may 
be so successful that it deserves the name specific. 
Therefore I would like to inquire, at least cursorily, 
into what we know concerning, first, the perception 
of pain and, second, the mechanism by which it is 
produced, particularly when it involves our emotions. 

It serves my purpose to define pain as the un- 
pleasant awareness of peripheral stimuli which have 
run the gauntlet of possible modification in at least 
two impertant areas. We may designate these areas 
very vaguely as the lower and higher cerebral centers. 
The processing of the sensory impulses as they 
ascend may result in a dampening effect, in ampli- 
fication, or even in reverberation. At the summit, 
the final effect will depend on an act of interpreta- 
tion. 

There are many stimuli which are adequate to 
produce pain, but the ones which are most typical 
and important in psychogenic headache are those 
associated with changes in the calibre of blood ves- 
sels, especially dilatation, and with the increased 
tonicity of muscle fibres. It is obvious that our emo- 
tions can initiate both types of activity, yet the end 
effect of which the patient complains may depend on 
a complicated series of variable reactions, which can 
completely obscure the source. 

Every element of the vascular tree is capable of 
both dilatation and constriction. Regional or gen- 
eralized vasodilatation may presumably produce 
headache, as after a spinal puncture or the admin- 
istration of nitrites. Isolated instances of vasodila- 


Presented at the annual meeting of The Virginia So- 
ciety of Ophthalmology and Otolaryngology in Richmond, 
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tation may occur, but I question their effectiveness 
and clinical importance unless there is an associated 
cbstruction which limits the vascular outflow. On 
the other hand, vasoconstriction can produce a prox- 
imal dilation or will make it more significant. I 
believe that the fundamental reaction in the vascular 
mechanism of headache is a central discharge of 
vasoconstrictor impulses. It is probable that these 
affect most frequently the smaller blood vessels, but 
may involve any of the larger elements also, and 
it is conceivable that the site of action may change 
or multiply as the headache progresses. Superim- 
posed on the vasoconstriction, may be both passive 
and active vasodilatation, which likewise may occur 
anywhere. Every patient has an autonomic nervous 
system which is peculiar to himself. The balances 
and imbalances of the sympathetic and parasympa- 
thetic divisions may produce a pattern of vascular 
reaction which is characteristic of the individual. 

We do not as yet have complete information con- 
cerning the physical and chemical stimulation of the 
nerve endings associated with these blood vessels 
and with the adjacent tissues. Stretching and anoxia 
may be important. The essential fact for our pur- 
pose, however, is that these nerves belong chiefly to 
the visceral sensory system. They are not truly 
specialized nerves of pain, although massive stimu- 
lation can produce a severe discomfort which is 
fairly well localized. Very often the effect of stimu- 
lation of the visceral sensory elements will be appre- 
ciated as pain referred to somatic sensory elements, 
usually of the same segmental distribution. Besides 
the referred pain, the patient may experience reflex 
hyperalgesia, glandular and vascmotor activity, and 
muscle spasm. These responses are especially im- 
portant in the region of the head, because of the 
abundant innervation, the close association of somatic 
and visceral nerve elements, and the overlapping of 
the segmental distribution. 

Finally, I want to point out that our nefvous 
system tends to respond to repeated stimuli by the 
formation of habitual patterns of reaction. The 
response will depend not only on the immediate 
stimulus, but will be “conditioned” by all of the 
individual experiences which have preceded. 

There are several important conclusions which 
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we may derive from these assumptions. First, we 
may experience pain without the stimulation of spe- 
cialized nerve endings. Other afferent elements may 
assume the function of pain through conditioning 
and interpretation. It is evident that headache can 
be an art which is readily acquired. Again, the 
headache may assume an endless variety of forms. 
Also, the subjective experience or complaint does not 
measure the intensity of the stimulus. Nevertheless, 
I would never say that any headache was imaginary, 
and certainly there should be specific ways of treat- 
ing a condition where reversible changes in the 
calibre of our blood vessels play such a leading role. 

I believe the field of psychogenic headache is of 
definite extent, although the limits will be set by 
each observer according to his experience. My cri- 
terion is simple. When I discover an emotional 
situation which explains the patient’s symptoms 
satisfactorily to me, I believe that the psychic state 
is more important than the physical mechanism 
which makes it manifest. I consider that psychogenic 
headache is the true etiologic classification whether 
or nét the symptoms may be further described as 
histamine cephalgia, tension headache, migraine, 
and such like. 

Our conscious state can give valuable clues as io 
our emotional condition, but it rarely tells the whole 
story. It is doubtful if any of our experiences are 
ever entirely lost. There is tremendous emotional 
activity in our subconscious. It can and does pro- 
duce mental or physical reactions which result in 
headache, whether or not we are aware of the causal 
connection. 


There are many types of response to unpleasant 
or intolerable situations. Sometimes the sudden fury 
of events brings panic, or acute anguish, but not im- 
mediate headache. Many of us rarely, if ever, react 
to stress with headache. When it does occur, there 
must be time and opportunity for the reorganization 
and substitution of ideas. One can easily imagine 
that headache would be a welcome escape from real- 
ity, or could bring some equivalent gratification; 
but, since the patient’s reactions are illogical, it is 
very likely that he will be cheated of his reward. He 
will be helpless and undone, the victim of emotional 
usury. 

There are at least two great personality forces 
which tend to express themselves in headache. The 
first is not easily described in a single word or 
phrase. It has to do with the inability of the patient 
to express feelings such as hostility and resentment, 
especially towards loved ones, because in our culture 
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such expression is taboo. The second force is far 
more prevalent. It is the lack of confidence in one’s 
self in relation to his environment. I call it mervous- 
mess, because that is a word which the patient under- 
stands. 


Many patients are aware that they are nervous. 
Almost any intelligent person will be nervous under 
suitable conditions. The chronic state will depend 
on everything that ever happened to us, particularly 
in childhood. 

If we would understand psychogenic headache, 
we should watch for and study its beginnings in 
children. It is an acquired disease. Children are not 
born with the faculty for headache, although I have 
seen an intelligent mimic, three years of age, give 
a superb performance of Horton’s syndrome. Chil- 
dren learn easily from their elders. If it were not 
such a universal topic of conversation, I would ex- 
pect headache virtually to disappear. Two factors 
are of the utmost importance in its development. 
First there is the need which the child feels for 
security. This is supplied best by a wholesome dem- 
onstration of affection. Too often the need is ig- 
nored, and the child, who can express himself even 
less than his parents, resorts to every means at his 
command in order to get attention. The second fac- 
tor is the anxiety of the parents which magnifies 
and fixes the importance of the child’s symptoms in 
his receptive mind. 

The pattern of the response will be characteristic 
of the individual. His’ headache will bear the im- 
pression of his early cultural and emotional environ- 
ment as well as of his physical endowment. Some 
patients react with headache quickly. Others ex- 
hibit a building up of tension. Some have insight 
and welcome any help we can give them. Still 
others, to whom headaches are useful, will show hos- 
tility to anyone who would jar this prop to their ego. 
Patients who find it necessary to maintain rigid 
ideals may ignore the conflict within and about them 
until they explode in an attack of “sick headache”. 
Another patient may experience ophthalmic migraine 
after relatively trivial provocation. 

A pattern of behavior which we should examine 
more critically is vomiting. Most patients with so- 
called migraine take great pride in this accomplish- 
ment. Its performance proves the severity of their 
suffering and delivers an emotional punch, or climax. 
However, pain, as far as I can observe, does not 
cause vomiting, although it can contribute to shock 
and to autonomic disturbances which are often asso- 
ciated with vomiting. Vomiting is easily learned 
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in childhood, and may be carried over into adult 
years. Certainly it does not measure pain. 

When a patient presents himself with headache, 
our immediate concern is to uncover an acceptable 
explanation of the symptoms, whether the basis is 
physical, mental, or both. Many times the physical 
basis can be demonstrated satisfactorily. I believe 
that, in my experience, no factor has been more 
important in headache of organic origin than disa- 
bility of the temporomandibular joints. The EENT 
area is our special province, but, of course, is not 
the only region involved. Possible allergies must 
always be kept in mind. Even if the psychic ele- 
ment is paramount, anything that affects the pa- 
tient’s general health and comfort will be important, 
even to a hypochondriac. Conservatism does not 
exclude the correction of a disabling condition if the 
patient can be fully enlightened and adequately 
prepared. 

In taking the history, we are interested, of course, 
in classifying the headache, but also in getting to 
know the individual, his background and problems. 
All details of the complaint are important, the mode 
of onset, localization and radiation, frequency, vari- 
ability, effectiveness of treatment. The patient is 
usually willing to talk, and we can learn by listen- 
ing. Sometimes the patient may describe symptoms 
which are pathognomonic or highly suggestive, at 
least, of organic disease. Of equal importance to 
us, however, will be the manner in which the history 
is given. 

We must learn to look for the emotional overtones 
in the patient’s response. It is entirely possible to 
recognize them. I have found the method extremely 
valuable in spite of a full quota of mistakes. Its 
potential is only limited by the skill and training 
of the observer. These observations are as valid as 
if they were made in the laboratory. They may per- 
mit us to make a diagnosis in minutes instead of 
weeks. 


It is characteristic of the patient with organic 
disease that he tends to minimize the importance 
of his symptoms. When he is deeply, perhaps unduly 
concerned, he may describe them vividly, but with 
a certain objectivity. This is also true of the patient 
with a frank anxiety. 

The neurotic patient’s chief concern may be the 
impression which he makes on the examiner. His 
feelings are paramount. Everyone must recognize 
and share his discomfort, especially those closest 
to him. If he were to lose or cease to employ his 
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power of communication, we may indeed wonder if 
he would not get well. 

The depressed patient is typically slow to respond, 
but, if severely depressed, he may be agitated. He 
may express his feelings in his face, rather than 
by words. He may not ask sympathy or understand- 
ing, but relief. 

The less knowledgeable patient is more likely to 
dramatize his complaints and to describe them in 
anatomical terms. On the other hand, the symptoms 
of the schizoid are not always bizarre, and he may 
be either calm and indifferent or concerned. Actually 
every patient is an individual and grouping them 
into rigid categories is a poor approximation of the 
truth. 

The questions which we need to develcp the 
patient’s personality and to define his headache are 
as obvious as they are simple. Each one has a 
definite purpose and value. 

How long has the patient had headaches? When 
was the earliest instance? Have the headaches in- 
creased in frequency or severity? What brings them 
on? What relieves them? Are they related to frus- 
trating experiences ? 

Is the patient well? Does he drag along, or is 
he always on the go? Perhaps he feels “weak all 
over”. Is he a good sleeper? How much time is 
allowed for sleep? What does the patient think is 
the cause of his headache? 

Are there brothers and sisters? If so, what is the 
patient’s place in the group? Did all the children 
share equally in the parents’ affection? Are the 
father and mother living? What is or was their 
health, or when and why did they die? Did any 
other members of the family ever have headache ? 


Is the patient married? Are there children, and 
how many? Are they well? Is the spouse well, and 
does he sleep well? Is the wage-earner regularly 
employed? Is house work a drudgery, or support 
of the family a burden? Is there opportunity for 
recreation ? 

It is rare that one wishes to probe a tender area. 
An expression of sympathy may encourage the pa- 
tient to speak more freely. Sometimes one may ask 
if the husband is a good father, is he affectionate, 
does he drink? Is the home shared with in-laws? 
Is much time spent in church work? Are there 
serious economic problems or disagreements ? 

The longer the history of headache, the farther 
back it goes into childhood, the less likely it is to be 
due to serious organic disease. Also it is typical 
of psychogenic headache that attacks, which are later 
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described as minor, will increase in frequency and 
severity as the patient focuses his attention on them 
more and more, and as his resultant anxiety builds 
up. It is typical also that these headaches are re- 
lieved at first by simple means which later lose their 
effect, as by aspirin or by wearing any sort of 
glasses. 

Of course the patient’s health and what he thinks 
about it will affect his emotional stability. Many 
people think they are abnormal unless they feel 
like “live wires”. On the other hand, the energy 
of the “‘go-getter” may be less inexhaustible than it 
seems. Excessive store is set on the ability to sleep. 
Failure to sleep may be due to worry, whether rec- 
ognized or not, but it is due often to improper 
planning and to habits which allow insufficient op- 
portunity to relax. 

The patient often has a well defined fear as to 
the cause of his headache. For some reason he may 
be too, sensitive and reticent to reveal it early in 
the examination. Whenever this information can be 
obtained, it gives one a direct approach to the 
patient’s problem. The clue is more significant if 
it is volunteered. 

The oldest child is more likely to complain. He 
has the greatest need for attention, but unfortunately 
is rarely able to express himself adequately. His 
drives are frequently misunderstood, and may pro- 
voke an impatient, even brutal, reaction. This is the 
child who likes to munch from the principal’s aspirin 
bottle, and who may be referred by his teacher 
because of headache or eyestrain. Often the oldest 
child is asked to accept responsibilities in the family 
group which are unsuited to his age. Happily he is 
prone to have better judgment, and usually outgrows 
his more obvious stigmata. 

Everyone may have his emotional emergencies. 
Any child may recognize, for example, an absence 
or disproportion of affection. The younger child is 
not immune to headache, especially since he may 
be more suggestible. 

It is always a shock to lose or never to have known 
a parent. Insecurity will also develop if the parent 
is chronically ill, or a chronic complainer. It is not 
important that the parent confess his headache con- 
tinually. A child may be impressed indelibly by a 
single well-acted episode. 

Almost every single female would like to be mar- 
ried. Almost every married couple who do not have 
children must battle with frustration. Children may 
create serious economic problems which the parents 
are often poorly prepared to meet. Sometimes in- 
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security of health, of family, of job, and of tem- 
perament join together to administer a crushing 
defeat. 

Prophylactic treatment is always to be desired. 
Its importance will be limited by what we know of 
the etiology of the disease and by the opportunity 
which we may have to make use of our knowledge. 
Little or ncthing has ever been said about the pre- 
ventive t.eatment of psychogenic headache in chil- 
dren, but, in my experience, the results have been 
so encouraging, often so spectacular, that I consider 
it to be the key to the larger problem. 

The child who needs “attention” will develop man- 
nerisms which are simple to recognize. He is typi- 
cally an older child. He may be difficult to examine 
in the presence of parents, yet is peaceful as a lamb 
when they are out of the way. His reactions are 
quite purposeful in contrast to the aimless over- 
activity of an only child or of any child which has 
been subjected to excessive, useless fondling. Also 
it is easy to note the dominance of the mother who 
never allows her child to speak or choose for itself. 
We can likewise observe the anxiety and overly pro- 
tective at.itude of the parents and their emotional 
immaturity which demands that every unpleasant 
sensation be abolished immediately. 

Let us discount b:ain tumor, and migraine, and 
glasses. Let us help the parents and teacher to 
understand the child’s need for security. Encourage 
them to exercise patience. If they are intelligent and 
interested, show them how they can improve their 
technics. The mother can learn to put an arm around 
each of two children, instead of embracing only one. 
These children are not “spoiled”. They demand 
attention because they need it. Their response to 
affection can be magical. . 

If a child complains of headache. the immediate 
treatment should be to show interest, but not concern. 
A friendly, sympathetic smile, a hug, a pat on the 
back, some special attention will be the best medi- 
cine. Even the mildest medication may suggest to 
the young patient that he has a serious disease. The 
first aspirin can do as much harm as the first 
“drink”. Aspirin is the fetish of those who believe 
that no one should ever experience the least dis- 
comfort. Thow the bottle away. The mother may 
reasonably wish to consult a physician, but she 
should not reveal her anxiety. 

Try to maintain a confident attitude at all times, 
especially with children. Emphasize the favorable 
findings in the examination. If we try to enrich each 
patient with some encouraging thought, I am sure 
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that many will be grateful in later years for our 
inspiration. 

~~ As the young patient grows older, the pattern of 
his reaction tends to become fixed. It may be pos- 
sible to give him some insight into his condition and 
the important environmental factors. However, we 
are likely to meet with resistance, sometimes from 
the patient, but especially from the mother. It is 
obvious that we can only help those who truly desire 
our help. 

To the more mature patient, I like to point out the 
simplicity of the vascular mechanism of headache. 
I often use the familiar ice cream headache as an 
example of this and also of referred pain. The 
immediate reaction to chilling is constriction of the 
palatine vessels, but the pain is referred to the super- 
ficial temporal area. 


I recall the acts of blushing and blanching to 


‘illustrate the effects of our emotions on our circu- 


lation. I make comparisons with the telephone sys- 
tem to explain how the brain stem reinforces or 
filters out the messages which we receive from our 
nerve endings. We can illustrate the tendency of our 
nervous system to develop habitual patterns of re- 
action by pointing to our preprandial symptoms. 

I emphasize that nervousness is well nigh uni- 
versal. It is neither mysterious nor hopeless. Im- 
provement will depend on a series of favorable ex- 
periences which will add to our self-confidence. The 
source of our strength can be within ourselves. No 
matter what may cause a headache, our attitude 
toward it can make it better or worse. 

Many patients will ignore or reject this approach 
to their problem. It will mean more to patients with 
some slight scientific background or curiosity. Often 
the seed which we sow will seem to be wasted, but 
it can survive a period of dormancy and grow into 
a form whick -he patient will accept. 

It is desirable whenever possible, for the patient 
to develop some degree of insight. A few very gen- 
eral observations may be offered by way of comment 
on the history. An interested patient will be likely 
to fill in the particulars. Sometimes valuable leads 
will turn up from private interviews with friends or 
relatives. 

I would not withhold medication from patients 
who have been dependent on it. However, I try. to 
keep it as simple as possible, and especially to help 
the patient understand and appreciate how the drug 
modifies or assists our physiology. I aim always to 
build up the confidence of the patient in himself, 


VoLuME 86, JANUARY, 1959 


rather than in some mysterious “nerve medicine” 
or pain killer. 

I may use very carefully a mood-elevating prep- 
aration, such as dexamyl, on occasion, to show the 
patient how simple it is to raise his spirits and to 
attain the drive which he thinks is normal. Reser- 
pine in minimal doses may be valuable, especially 
if the patient is encouraged to recognize the situa- 
tions which require its tranquilizing effect. Its action 
is as prompt as that of the usual oral medication, 
contrary to some earlier teachings. 

Aspirin can produce a comfortable, reassuring 
sensation, possibly through dilatation of peripheral 
blood vessels. Other forms of medication may be 
more or less specific in their action on those blood 
vessels which may be directly concerned with certain 
headaches. Other drugs constitute crude, even though 
successful, forms of psychotherapy. Almost any 
regimen or drug, except narcotics, may be justified 
if it gives us the time and opportunity to study the 
patient and to help him solve his difficulties. We 
must remember that time is a factor in the healing 
of emotional illness. If we did nothing but create 
a friendly, encouraging atmosphere, most of our 
patients might heal themselves. 

It would seem unnecessary to condemn the use 
of narcotics in the management of psychogenic head- 
ache. The opinion is general that they are con- 
traindicated, yet I find that they are used again 
and again. I would conclude that a great many of 
us do not recognize the importance of the psycho- 
genic element in the patient’s complaint. I believe 
that it is possible to demonstrate the following 
fundamental fact: no matter how tortured the pa- 
tient may be, there is no drug which will abolish 
his headache quicker and more completely than to 
resolve the conflict which caused it. When the patient 
becomes dependent on narcotics for relief of head- 
ache, he withdraws more and more into his logic-tight 
shell, and effective treatment becomes vastly more 
complicated and difficult. 

An unfavorable environment often holds the pa- 
tient in its grip. Many a youth would do well to 
leave home and to strike out for himself, but inde- 
pendence of thought and action have never been 
allowed to develop. The wife and mother may have 
obligations which it would be inconceivable to dis- 
regard. Sometimes a period of hospitalization under 
suitable conditions will enable the patient to reor- 
ganize his strength. Also, on occasion, we may be 
able to help the patient plan and carry out worth 
while changes in the routine of living. Many times 
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it appears that the patient is acting out resentments 
which he finds it difficult or impossible to put into 
words. We should encourage him to recognize his 
problem and to attack it more directly. The help 
of a psychiatrist may be desirable or necessary. Let 


us hope it will become more generally available and 
appreciated. 
Finally, we should never overlook the opportunity 


to improve the patient’s physical health and well- 
being. 


Heart Disease As Anxiety Defense 


For some persons to face life, they may need to 
believe they have heart disease even when it has 
been proved they do not. Their conviction may rep- 
resent a necessary defense against “potentially over- 
whelming anxiety.” (November 22 Journal vi the 
American Medical Association) 

Three doctors made a six-year study of 52 persons 
with chest pain. Of these 27 were classified as hav- 
ing a “cardiac neurosis,” in which they showed no 
evidence of heart disease but were convinced of its 
presence. Twenty-five had angina pectoris, a disease 
marked by paroxysmal chest pain with a feeling of 
suffocation and impending death. Caused by an 
oxygen shortage in the heart, angina pectoris is 
usually precipitated by effort or excitement. 

The 27 patients who believed they had heart dis- 
ease were “all intensely anxious people whose neu- 
rotic behavior was readily apparent.” They tended 
to dramatize their symptoms and often referred to 
their “heart pain.” Some of them were totally in- 
capacitated, while others were able to lead an active 
and constructive life in spite of their symptoms. 

They showed “a high degree of secondary gain” 
from their ailment. In some, the pain represented 
a means for setting limits to their activities and freed 
them temporarily from intense pressures or respon- 
sibilities. It seemed to act as a means of getting 
attention and of controlling family members. In 
others, the pain represented an acceptable “excuse” 
for failing to attain certain objectives. For some 
there was a definite monetary compensation from 
their pain. If their compensation or need for in- 
validism was questioned, they became angry and de- 
fensive. 

“Once an individual has allowed himself to regress 
to this stage of dependency, it is difficult or impos- 
sible for him to relinquish this way of life even 
though the diagnosis of heart disease has been dis- 
proved. Their eventual incapacity equals the most 
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serious types of heart disease. Sudden withdrawal 
of long-continued compensation may be disastrous. 
It seems highly probable that the conviction they 
have heart disease may be essential for the function- 
ing of some patients in life at certain times.” 

Under these circumstances it is often advisable 
to allow the patient to maintain his cardiac neurosis. 
However, physicians should do all they can in help- 
ing such patients overcome their fears by understand- 
ing the underlying sources of the patient’s anxiety 
and his conflicts. 


Other points the study showed were: 


—The average number of doctors consulted by 
each patient in the cardiac neurosis group was 4.7 
compared to only 1.5 for each patient with angina 
pectoris. It was not unusual for the neurotic patients 
to be consulting a number of physicians simultane- 
ously. 

—tThe onset of chest pain in every patient with 
cardiac neurosis was preceded by increasing emo- 
tional tension and was often associated with de- 
terioration in their life situations. 

—Some of the patients with angina pectoris had 
cardiac neuroses as severe as the members of the 
other group. These patients were very anxious, which 
increased the frequency and severity of the anginal 
attack. They became “overtly terrified and behaved 
as though any physical or emotional strain was too 
great for them. They seemed to have ‘wrapped them- 
selves in cotton wool.’” However, most overcame 
their fears and learned to live constructively within 
their newly imposed limits. 

Authors of the article are Dr. William N. Cham- 
bers, Mary Hitchcock Hospital, Hanover, N. H.; 
Dr. Joseph L. Grant, Veterans Administration Hos- 
pital, White River Junction, Vt., and Dr. Kerr L. 
White, University of North Carolina, Chapel Hill, 
N.C. 
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MICROPHTHALMOS with 
cyst formation is an uncommon condition which 
represents a failure in the normal closure of the 
fetal fissure. The fetal fissure closes during the 
fifth and sixth weeks (10-18 mm. stage) of embry- 
onic life. This closure is complete at this stage 
except for a small notch or crescent at the posterior 
pole of the eye. At the 20 mm. stage this crescent 
closes and gradually merges with the surrounding 
tissue. 

At this early stage, the cellular differentiation of 
the retinal layers lags behind in the region of the 
fetal fissure so that the margins of the fissure are 
not developed as completely as elsewhere when it 
closes. The inner retinal wall grows faster than the 
outer so that at the time of closure a fold of undif- 
ferentiated retinal tissue borders the pigmented 
epithelium along either margin of the fissure. Nor- 
mally these two folds fuse, this process begins in 
the central part of the fissure and proceeds anteriorly 
to the rim of the optic cup and posteriorly over the 
optic stalk. The inner and outer wall of the retina 
then separate and no evidence remains to mark the 
site of the former fetal fissure. 

If any injurious influence acts upon the embryo 
during the stage of closure of the fissure, the retinal 
tissue at the margin of the fissure may become either 
prematurely differentiated or the growth rate of the 
inner wall may become unduly accelerated causing 
excessive eversion of the retinal tissues and hence 
herniation of this retinal tissue through the fetal 
fissure with a retinal cyst formation. These cysts 
may vary from several small cysts to a single large 
cyst located in various parts along the fissure. 

Microphthalmos is not necessarily associated with 
cyst formation, but when it is, it is usually of a 
marked degree and may even be confused with 
anophthalmia. Microphthalmos may also result from 
any influence that retards growth of the eye at any 
stage in embryonic development. 


CLINICAL FINDINGS 
These may be varied depending on the degree of 
microphthalmos and the degree of cyst formation. At 


*From the Department of Ophthalmology, Gill Me- 
morial Eye, Ear and Throat Hospital, Roanoke, Virginia. 
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Congenital Microphthalmos with Cyst Formation 
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R. B. HARRIS, M.D. 
Roanoke, Virginia 


one end of the scale is that group of patients who 
have an unusually small eye which is grossly ab- 
normal but easily diagnosed as microphthalmos. At 
the other end are those cases in which no eye is 
discernible, the globe having been pushed out of 
sight by a cyst of varying size. These latter cases 
can easily be mistaken for anophthalmia. X-ray 
evidence of a patent optic foramen may help prove 
the existence of a rudimentary eye. Usually this 
foramen is markedly narrowed or obliterated in true 
anophthalmia. 


ETIOLOGY 


The direct causative agent in these cases is often 
obscure, but in some a definite history of some in- 
trauterine infection or familial trait is found. Mack- 
lin considers this defect mainly due to inherited 
causes; due however to its being a recessive charac- 
ter in some families, at least, the hereditary aspect 
may be overlookd. 

The pedigree of this case is presented in Figure 1. 


z 


PEDIGREE OF AFFECTED CHILD: 

Fig. 1. I, Il, III, IV generations, A & B, great grand- 
mother and grandfather first cousins, C-congenitally 
deaf; E-deceased in infancy; D-microphthalmos; D,- 
microphthalmos and cyst formation; F-coloboma of iris 

(see text); N-denotes ancestory without any apparent 

abnormalities. 


The first generation, that is, the great grandmother 
and grandfather, were first cousins. Their offspring 
were eight in number—five males and three females. 
Of the five males, two were congenitally deaf; and 
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of the three females, two died early and one had 
microphthalmos. The patient’s grandfather was un- 
affected, as was the third generation. On the father’s 
side no abnormalities were found except for one 
of his brother’s children who has a small coloboma 
of the iris which of course represents a somewhat 
similar defect embryologically. 

In the fourth generation there are two children, 
both living. The first child by these parents was 
normal but the second is the case being presented. 
This pedigree suggests indirect recessive transmission 
of this trait. The first generation, great grandmother 
and grandfather, apparently carried this recessive 
factor which showed up in their offspring. The trait 
did not manifest itself again until the fourth gener- 
ation when the parents of these children, both of 
whom carried the latent recessive factor for mi- 
crophthalmos and incomplete closure of the fetal 
fissure, mated and the two recessive factors met in 
one individual and produced this defect. 

Falls states that the following conditions are 
usually manifest in recessive transmission : 

1. Neither parent shows the trait but both are 

carriers of the abnormal gene. 

2. The rarer the trait the higher the proportion 
of blood kinship among the parents over that 
found in the general population. 

3. When, as may rarely happen, two affected 
individuals marry all of their children will 
exhibit the trait. 

4. Approximately twenty five per cent of the 
brothers and sisters may exhibit the trait. 

Macklin, in her excellent studies of the hereditary 
transmission factor in these cases, found that the 
transmission for a microphthalmos was usually of 
the recessive variety although in her review of other 
cases she found that the transmission may be of the 
dominant or direct variety, that is from one genera- 
tion to the next generation, the abnormality being 
manifest in each generation. As well as direct trans- 
mission, she also found evidence, through a pedigree 
presented by Ash, that definite sex-linked transmis- 
sion could take place in these cases, the trait being 
manifest only in the males of the family. 

From these different mechanisms of transmission 
of microphthalmos it seems that the factor for a cer- 
tain condition may be dominant in one family and 
recessive in another. Also, it may be that the out- 
ward manifestation of the disease is the same in 
different families while the underlying pathology 


may be dissimilar. This probably explains the two_ 


different modes of transmission. Macklin states that 
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there may also exist not only qualitative but quanti- 
tative differences between defect and normality on 
one hand, but also between two normals or two de- 
fectives. A defect then which is sufficiently strong 
to overshadow the factor for normality in one family 
acts as a dominant character, but the same defect 
present in another family where the factor for nor- 
mality may be quantitatively stronger is unable to 
assert itself and becomes recessive. 


CASE REPORT 


Baby M was born on May 22, 1954, following a 
normal spontaneous delivery. There was no history 
of maternal illness during the pregnancy and no 
history of german measles could be elicited. Both 
parents were RH compatible and serologies were 
reported as negative. There was a family history 
of congenital abnormalities which has been presented 
in an earlier paragraph. The patient was seen two 
weeks after birth and the physical examination was 
non contributory except for the defect present in the 
left eye. The eyelids were normal and the left eye 
appeared definitely smaller than the right (approxi- 
mately two thirds of the size). A large colcboma 
was observed in the iris at the six o’clock position. 
The cornea was somewhat cloudy but the conjunc- 
tivae appeared normal. The eyeball transilluminated 
normally except for a darkened area inferiorly. 
Fundoscopic examination was almost impossible at 
this time, although a fundus reflex was not obtained. 
X-ray findings were negative. The parents were 
advised that this was a congenital abnormality of 
the eye and the patient was periodically seen over 
the next nine months. 

During this time the deformity increased and the 
cornea became more cloudy and there was a bulging 
of the inferior fornix. Because of the rapid deteriora- 
tion of this eye, it was felt that enucleation would 
be advisable. This was done on February 16, 1955. 

Figures 2 and 3 show the artist conception of the 
enucleated eye. On transillumination a coloboma 
was observed in the iris at the six o’clock position. 
This coloboma was seen to continue through the 
ciliary body and the anterior choroid as a delicate 
line where the uvea had failed to fuse. In the 
equatorial region inferiorly the coloboma becomes 
much larger, fanning out towards the optic nerve. 
In the lower temporal quadrant beneath the insertion 
of the inferior oblique is seen a large ectatic area 
in the sclera. This area coincides with the largest 
portion of the coloboma of the choroid observed on 
transillumination. This defect, of course, represents 
cyst formation through the sclera. On section of the 
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Fig. 2. Anterior and inferior views of enucleated eye, showing artists conception 
of eye on transillumination. 


Fig. 3. Further views of enucleated eye. 
Pictures courtesy of Armed Forces Institute of Pathology, Walter Reed, Army Med- 
ical Center. 


eye (not shown) it was found that the retina was area corresponding to the coloboma. A slight conical 
completely detached except along the margins of the projection on the posterior surface of the lens was 
coloboma where it was fused with the sclera. The also present. 

choroid and ciliary bedy were intact except in the The microscopic findings confirmed the presence 
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of an extensive coloboma involving primarily the 
uveal tract and retinal pigment epithelium. The 
retina in the area of the most marked defective 
fusion had herniated into the sclera and proliferated 
there. In this area there were seen many islands of 
degenerating and regenerating retinal tissues within 
the sclera and in the episclera. A marked deformity 
of the scleral aperture was also present. The retina 
had also herniated and proliferated into this region. 
Irregular cystoid spaces were present within the 
sheaths of the optic nerve, and no well developed 
optic nerve tissue was present. 

This case represents an arrest in the closure of 
the fetal fissure at approximately four to five weeks 
stage of embryonic life. 


SUMMARY 


A case of congenital microphthalmos with cyst 
formation |is presented along with the pedigree of 
this case which suggest recessive transmission of 


this defect. The other modes of transmission of 
microphthalmos are briefly considered. 


Pathological findings courtesy of Armed Forces Institute 
of Pathology, W. M. Silliphant, Captain, M.C. USN, The 
Director, and Lorenz E. Zimmerman, M.D. 
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Drug Coding System 


A coding system which will aid in the identifica- 
tion of drugs by reference to their physical charac- 
teristics is being developed by the American Medi- 
cal Association. The identification system relies 
solely on such characteristics as size, shape, color, 
scoring, and similar features of tablets and capsules, 
according to an announcement in the AMA News. 

Through its use, physicians, attendants in hos- 
pital emergency rooms and poison control centers, 
law officers, pharmacists, and medical examiners 
will be able to narrow down a drug’s identity to a 
relatively few products in a short time. Then chem- 
ica] tests can be made to confirm the identity of the 
drug. 

The new process is the result of several months 
study of 500 tablets and capsules by John J. Hef- 
ferren, Ph.D., of the A.M.A. chemical laboratory. 

The project was launched because the chemist have 
been asked frequently to identify quickly various 
tablets and capsules, and the only way in many cases 
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was by chemical analysis—often a long-drawn-out 
process. 

Under the new system, an investigator first notes 
all the physical characteristics of the unknown drug 
by means of a reference chart. He then consults a 
long list of tables which are classified as to types 
of drugs listed. When he finds a given set of char- 
acteristics describing the unknown drug, he makes 
chemical tests which will permit further differentia- 
tion and final identification. 

In some instances—when letters or designs appear 
on the drug—immediate identification can be made. 

Dr. Hefferren is gathering thousands of drug 
samples which will be defined, described, measured, 
and classified. 

It is hoped that a text, listing about 5,000 prod- 
ucts, can be published in about a year. It will later 
be expanded to include many more products and 
be kept up to date by supplements and new editions. 
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Three Cases 


ARCINOID TUMORS rarely occur in regions 
of the gastrointestinal tract other than in the 
appendix. However, the appearance of these neo- 
plasms within the duodenal segment is infrequent 
enough to be regarded as a curiosity. Barnes and 
Young!’ reviewed the world’s literature and found 
only 26 cases of carcinoid tumors of the duodenum. 
Two cases of their own made a total of 28 cases. 
Twenty-four cases of neoplasms of the small intes- 
tine were found at the University of Virginia Hos- 
pital from 1932 to 1958. It was surprising to find 
that three of these represented carcinoid tumors of 
the duodenum. Because of the scarcity of such 
lesions, detailed reports of these cases are presented. 

Case 1—(L.T.D.) This 45-year-old white male 
was admitted to the University of Virginia Hospital 
on November 20, 1956, with a four-months’ history 
of dull aching, epigastric pain which was intermit- 
tent, unrelated to meals, diet, or antacids. The pain 
never radiated, lasted from twenty minutes to several 
hours and occasionally awakened him at night. There 
was a weight loss of seven pounds over the last six 
months with no diminution of appetite, no melena, 
hematemesis or icterus. A gastrointestinal series per- 
formed in July and again in October, 1956, demon- 
strated a discrete, rounded defect in the duodenal 
bulb. One month prior to admission he noted occa- 
sional sensation of gaseous distension and nausea 
postprandially but experienced no vomiting. 

On admission, the only abnormal findings on 
physical examination were those of moderate em- 
physema secondary to sciliosis and pulmonary fi- 
brosis. 

Laboratory work was within normal limits with 
an hematocrit of 47. A gastrointestinal series demon- 
strated a polypoid mass in the duodenal bulb asso- 
ciated with considerable pylorospasm (Fig. 1). A 
chest x-ray showed emphysema and fibrosis sec- 
ondary to sciliosis. 

On November 23, 1956, the patient was explored 
through an upper right rectus incision under epidural 


From the Department of Surgery, University of Virginia 
School of Medicine, Charlottesville, Virginia. 
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Carcinoid Tumor of the Duodenum 


E. MEREDITH ALRICH, M.D. 
RICHARD H. BLANK, M.D. 
Charlettesville, Virginia 


Fig. 1—Demonstration of a rounded filling defect in the 
first portion of the duodenum on a gastrointestinal series. 


spinal block. Complete exploration of the peritoneal 
cavity was negative except for a nodule measuring 
1.15 cm. in the first portion of the duodenum just 
distal to the pylorus. The ducdenum was cpened 
along the anterior wall to reveal a papillary lesion 
of firm consistency protruding into the lumen. The 
mucosa overlying this lesion appeared intact and 
a careful search revealed no local or distant metas- 
tasis. The lesion was excised with a button of 
normal-appearing duodenal wall and the resulting 
defect was closed transversely with a continuous 
inverting suture of triple zero chromic catgut. The 
patient’s postoperative course was uneventful and 
he was discharged on the seventh postoperative day. 
The pathology report was carcinoid tumor of the 
duodenum. The microscopic findings were charac- 
teristic of a benign lesion with no mitotic figures. It 
was reported as having been completely excised. 
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Follow-up examination to date revealed the patient 
to be well with no evidence of recurrence. 


Case 2—(R.D.M.) This 48-year-old white female 
was admitted to the University of Virginia Hospital 
on June 8, 1949, with a history of an exploratory 
laparotomy performed four years previously else- 
where because of persistent epigastric pain associated 
with nausea and vomiting. She stated that a large 
ulcer was discovered but that no definitive procedure 
was carried out. She was well until three and a half 
months prior to admission when she again developed 
epigastric pain, nausea and vomiting. 

Physical examination on admission was negative 
except for slight tenderness in the right upper quad- 
rant. Laboratory studies were within normal limits. 
A gastrointestinal series demonstrated a deformed 
duodenal bulb which was quite spastic and an active 
duodenal ulcer was suspected. Surgical treatment 
was indicated because of the degree of obstruction. 
At exploration, the duodenal bulb was noted to be 
deformed and accordingly a subtotal gastrectomy 
was performed. 

On gross pathologic examination, two ulcers in 
the duodenum, one measuring 1 cm. and the other 
1/2 cm., were reported. On microscopic examina- 
tion one segment of the duodenum demonstrated the 
presence of a collection of cells packed in rather 
compact masses and surrounded by connective tis- 
sue. The cells were somewhat hyperchromatic but 
noted to be regular in size with no mitosis. The 
diagnosis was carcinoid tumor of the duodenum 
appearing incidentally with two benign duodenal 
ulcers. 

The patient did well until four years later when 
she developed typical ulcer symptoms with some 
melena. A marginal ulcer was demonstrated on 
gastrointestinal series. At operation for correction 
of this lesion, no evidence of recurrence of the tumor 
was noted. 


Case 3—(L.M.C.) This 51-year-old white female 
was admitted to this hospital on February 24, 1958, 
with a history of having had an abdominal perineal 
resection for carcinoma of the rectum in 1944 and 
excision of a recurrent nodule in the perineal wound 
in 1945, both of which were performed at this hos- 
pital. She had done well until two weeks previous 
to this admission when she noted the onset of jaun- 
dice without pain. In addition, there was a 10 
pound weight loss. 

Physical examination on admission was negative 
except from herniation about her sigmoid colostomy 
and the presence of marked icterus. 
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Laboratory data revealed an hematocrit of 34. The 
urine was positive for bile. Van den Bergh was 
positive direct and 4.8 mm. indirect. The alkaline 
phosphatase was 20 Bodansky units. Thymol tur- 
bidity was 2.6. The stool was negative for blood. 

Exploration of the abdomen revealed a large dis- 
tended gallbladder and a dilated common bile duct 
measuring 2.5 cm. in diameter. Palpation revealed 
a mass which felt like an indurated ulcer in the 
second portion of the duodenum. This was inter- 
preted as a probable carcinoma of the ampulla of 
Vater. A pancreatic duodenectomy was performed. 
Upon opening the duodenum, a mucosal tumor meas- 
uring 3 x 2 x 2 em. was found which had not pene- 
trated through the serosal surface. Microscopic study 
revealed a carcinoid tumor arising from the duo- 
denum. 

The patient is reportedly doing well at present 
with no evidence of recurrence. 


DISCUSSION 


Dockerty* states that while 90 per cent of all 
argentaffin tumors occur in the appendiceal region 
and may be regarded as benign lesions, the other 
10 per cent, which may occur at any point along the 
gastrointestinal tract, should be considered malig- 
nant. In a review of 565 cases of carcinoid tumors 
in portions of the gastrointestinal tract exclusive of 
the appendix, it was found that the majority (396) 
of these lesions appeared in the ileum, 13 in the 
jejunum and 10 in the duodenum. Of 25 carcinoid 
tumors of the stomach, 25 per cent were noted to 
demonstrate metastatic lesions; 75 per cent of the 
tumors of the small intestine demonstrated metastasis. 
Barnes and Young! found evidence of metastasis in 
only three of the known 28 cases. Our three cases, 
making a total of 31 cases, would make an expected 
incidence of metastasis of 10 per cent when the 
tumor is found in this location. Approximately one- 
half of the duodenal carcinoid lesions reported in 
the literature was symptomatic while the other half 
was asymptomatic and discovered incidentally at 
operation or autopsy. Of our three cases, two lesions 
were symptomatic and the third was an incidental 
operative finding. 

Argentaffin tumors of the duodenum, as elsewhere 
in the gastrointestinal tract, manifest themselves 
primarily by producing obstructive symptoms. The 
mucosa overlying the tumor is usually intact and 
bleeding is not ordinarily associated with these 
lesions. Characteristically, they appear as a sub- 
mucosal nodule which, on sectioning, is pale yellow 
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and firm. If obvious metastatic disease is not pres- 
ent, differential microscopic diagnosis between be- 
nign and malignant tumors of this type is notoriously 
difficult. Even those tumors which are widely dis- 
seminated throughout the peritoneal cavity may have 
an unvarying microscopic picture with or without 
mitotic figures. However, extension through the wall 
of the serosa is fairly good evidence that the tumor 
is malignant. Because of well-documented reports 
of long survival in patients with proven metastatic 
disease, it behooves the surgeon to make every attempt 
to remove all traces of this tumor, Barnes and 
Young reviewed the case of a patient who was known 
to have a metastatic tumor of the liver for 14 years 
which was proven by biopsy six years prior to death 
(of unrelated causes) to be a metastatic carcinoid 
tumor arising within the duodenum. Resection should 
include multiple nodules of the liver as well as local 
and regional metastasis. If the lesion appears to be 
a localized nodule in the duodenum, the procedure 
of choice appears to be local excision with an ade- 
quate margin of duodenal wall. To our knowledge, 
there are no cases of carcinoid tumors of the duo- 
denum in which the “carcinoid syndrome” as de- 
scribed by Thorson* could be applied to a lesion of 
the ducdenum. 


The largest and most advanced compatible color 
TV “set” in the world—a 1500-pound electronic 
projector capable of presenting pictures 9 by 12 feet 
—has been built in the Netherlands for use at U. S. 
medical meetings. 

The projector, which will be put into full use 
next year, had its U. S. tryout December 2-5, when 
Smith Kline & French presented 15 hours of closed- 
circuit medical color TV at the American Medical 
Association’s clinical meeting in Minneapolis. 

Built by the famed Holland electronics firm of 
Philips, the device is actually three projectors in 
one. Each projector sends a different color onto the 
screen. Overlapping of graded images in the pri- 
mary colors provides the shadings and variations seen 
on the screen. 


When Smith Kline & French Laboratories, Phila- 
delphia pharmaceutical firm, pioneered medical color 
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“Largest Television Set” 


CONCLUSIONS 


Three cases of carcinoid tumor of the duodenum 
have been presented. Two cases had symptoms and 
signs referable to the lesion and the third was an 
incidental finding following subtotal gas*-ectomy. 
There was no evidence of metastasis on fo, lowup 
examination of these patients. 
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television more than nine years ago, the only view- 
ing equipment consisted of 10-inch home-style 
screens. Later, Smith Kline & French utilized U. S.- 
built projectors capable of pictures 4 by 6 feet. The 
larger the picture, however, the less brilliant the 
projected image—hence SKF’s search for an im- 
proved projector that would provide both brilliance 
and large screen-size. 

The Philips unit can project pictures four times 
larger or three times brighter than the most advanced 
compatible color TV equipment manufactured in the 
U. S. The improvement in brightness and size may 
make it possible to view medical color television in 
normally-lit convention auditoriums. 

The Smith Kline & French projector will be part 

of SKF’s Mobile Medical Color Television Unit, 
which travels 25,000 miles annually. Modifications 
for the projector’s U. S. use were designed by North 
American Philips Co. Inc. and the SKF crew. 
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Cardiac Arrest And Resuscitation Twice On 


The Same Patient 


ORE AND MORE ATTENTION is being 
focused on the possibilities of cardiac arrest 
and resuscitation. There are only a few published 
cases whereby the patient had cardiac arrest outside 
of the operating room, and recovered with proper 


and adequate restitution of the oxygen system and 
cardiac 


Today, there are thousands of operations being 
performed in thousands of hospitals and it behooves 
everyone to know what to do immediately when a 
patient attains cardiac arrest or ventricular fibrilla- 
tion. A survey covering the Crile Veterans Admin- 
istration Hospital in Cleveland, Ohio, revealed that 
there were approximately 13,659 surgical procedures 
during the period of 1953 through 1956, and of this 
total number of procedures, there were nine cardiac 
arrests which, when broken down, revealed a rate 
of one out of every 1,417 operative procedures. The 
survey revealed the following information: 

The ages of each patient—sixty-three year old 

white male, fifty-seven year old colored male, 

forty-one year old white male, fifty-three year old 
white male, thirty-nine year old white male, twen- 
ty-four year old white male, forty-one year old 
white male, sixty-two year old white male, forty- 
four year old colored male. 
In each instance, the onset of cardiac arrest was in 
the operating room. Two of the nine patients who 
had cardiac arrests and immediate cardiac resusci- 
tations are living today. The others have expired 
from various periods extending from post-operative 
cardiac arrest up to four months post-operatively. 

The procedure must, of necessity, be carried out 
immediately upon satisfaction to the surgeon or 
surgeons in the immediate vicinity of the patient 
that no pulse, blood pressure, or heart sounds are 
present. There is no time for four or five people to 
come to the conclusion that the patient should be 


From the Crile Veterans Administration Hospital, 
Cleveland, Ohio. 
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resuscitated. Courage is most important at this par- 
ticular point, when the patient is in cardiac stand- 
still, and the surgeon must immediately make the 
necessary incision and, concomitantly, necessary 
steps must be made to restore the oxygen system to 
the body. One without the other is of no use to 
the patient. Oxygen restitution is foremost, because 
irreparable cerebral damage is done if there is lack 
of oxygen for a period of time longer than approxi- 
mately four minutes. Oxygen routed to the system 
via one hundred per cent oxygen mask, the oxygen 
nasal catheter, intratracheal tube, or if necessary, 
mouth-to-mouth breathing, and the removal of ac- 
cumulated CO, accomplishes the necessary ventila- 
tion. 


PRESENTATION OF A CASE 


A sixty-three year old white male was admitted 
to Crile Veterans Administration Hospital on May 
7, 1956, with the chief complaint of hoarseness of 
more than one year’s duration. The patient also 
noted a large lump arising in the right anterocervical 
region of his neck during the two weeks prior to 
admission. The patient had been treated for ques- 
tionable tuberculosis in 1920 and 1940 at a tuber- 
culosis hospital in New York State. The patient's 
past medical history reveals that he had a hemor- 
rhoidectomy in 1936, and the inactive tuberculosis 
for which he had been hospitalized both in 1920 and 
1940. 

Physical examination at this time, revealed a 
sixty-three year old, thin, pallid, not too well nour- 
ished white male, with obvious hoarseness. There 
was a palpable mass in the right anterior cervical 
region, approximately one inch in diameter which 
was non-tender, somewhat firm, non-nodular, and 
mobile. The abdomen was protuberant, soft, and 
non-tender, and the patient had a right indirect 
inguinal hernia which was easily reducible. The 
heart revealed a regular irregularity of rhythm, but 
there was no enlargement to percussion of any other 
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abnormality irregularity. Indirect laryngoscopy re- 
vealed an easily friable, granular mass, which cov- 
ered the anterior two-thirds of the left true vocal 
cord, and which appeared to extend about 1.5 centi- 
meters subglotically. Laboratory studies revealed a 
white blood cell count of 11,500 with a differential 
count of 69 neutrophils, 10 monocytes, 17 lympho- 
cytes, 2 eosinophils, and 2 basophils. Hemoglobin 
was 14.35 grams. VDRL was negative. Bleeding 
time, one half minute; coagulation time, five min- 
utes. Blood was Rh positive. Urinalysis was nor- 
mal. Hematocrit was forty-five per cent, blood urea 
nitrogen was 17.2. X-ray revealed the chest to be 
somewhat emphysematous in type, a mild elongation 
of the aorta, blunting of the left costophrenic sinus. 
There was no evidence of any active pulmonary 
disease. The skeletal survey revealed a small fusi- 
form aneurysm of the abdominal aorta which was 
calcified. There was a moderate hypertrophic de- 
generative change of the lumbar spine, but there was 
no evidence of skeletal metastases. The patient had 
a complete cardiological workup and the electro- 
cardiogram revealed a normal record preoperatively 
except for a marked sinus arrhythmia. 


On May 9, 1956, the patient had a direct laryn- 
goscopy and biopsy, the result of which was mod- 
erately well differentiated squamous cell carcinoma 
of the left true vocal cord with metastases. 


On May 22, 1956, the patient was prepared for 
a total laryngectomy and a left radical en block 
neck dissection. Pre-operatively, the patient had 
atropine sulfate grams 1/150, demerol 100 mgs. 
Both of these were given forty-five minutes pre- 
operatively, and he had seconal grains 1 1/2 on May 
21, 1956, at night time prior to going to sleep, and 
again at 6:45 on May 22, 1956. The patient had 
sodium pentothal, gas, oxygen, ether anectine type 
anesthesia, and was intubated. While the patient 
was being prepared for the radical neck dissection, 
suddenly his blood pressure dropped to zero, pulse 
stopped, and there were no heart sounds. Imme- 
diately, a circumlinear thoracotomy incision, which 
was bloodless, was made in the fifth intercostal space 
extending from the sternum to the midportion of the 
axillary wall, and the hand was thrust into the chest 
cavity and the heart, which was in standstill, was 
grasped and in rhythmic manner, the massaging of 
the heart was started. Simultaneously, one hundred 
per cent oxygen was switched on into the intratracheal 
tube. Approximately thirty-seven seconds later, the 
heart resumed its normal rhythmic beat. No drugs 
were used to help resuscitation in this particular 
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instance. The Finochietto chest retractor was: in- 
serted and the heart beating was observed and the 
patient’s chest was left open for approximately forty 
minutes. Electrocardiogram was instituted which 
revealed a return from a cardiac arrest to a normal 
sinus arrhythmia. Blood pressure returned to 75/55 
mms. of mercury. Prior to closure of the chest, the 
entire field was completely redraped with sterile 
drapes. The left hemithorax was lavaged with one 
per cent neomycin solution. A thoracotomy tube was 
inserted and attached to the under water suction 
apparatus. Approximately two hours later, the blood 
pressure returned to 90/60 mms. of mercury, and 
the ventricular rate was seventy-six. The incision 
was closed with #0 chromic catgut, and just prior 
to final closure, the lungs were re-inflated. The 
skin was closed with #0000 interrupted black silk. 
The patient was then removed to the recovery room 


after approximately two hours in the operating room 
itself. 


The post-operative events revealed that at approx- 
imately 2 p.m. of the same day, the patient had 
subcutaneous emphysema over the left upper chest 
area, and a second thoracotomy tube was inserted 
into the anterior left third interspace, via trochar 
and the patient seemed to improve. On May 31, 
1956, all the sutures were removed. The patient’s 
remaining convalescent period was uneventful. After 
talking with the patient and his family, it was de- 
cided that a second attempt at total laryngectomy and 
left radical neck dissection should be made. 


Accordingly, on June 5, 1956, the patient was 
properly draped and prepared and this time, having 
atropine sulfate grains 1/75, and morphine sulfate 
grains 1/4, approximately forty-five minutes pre- 
operatively, and seconal grains 1 1/2 on June 4, 
1956, at night, and again one hour prior to surgery 
on June 5, 1956. This time, the electrocardiograph 
was attached to the patient prior to any surgical 
attempt and having everything ready, the patient 
had just started to be intubated. The blood pressure 
vascillated around 50 and the pulse vascillated very 
irregularly between 58-160 when suddenly again he 
went into cardiac arrest with the blood pressure 
and the pulse dropping to 0 which was immediately 
noted. The electrocardiogram showed cardiac arrest 
and in approximately six to ten seconds, it was 
decided that the emergency shock procedure should 
be instituted with elevation of both lower extremi- 
ties and the patient was very rapidly intubated and 
one hundred per cent oxygen was instituted. Heavy 
pressure and chest pounding over the left portion 
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of the chest was employed. The patient came back 
from cardiac arrest without any surgical or medical 
intervention in approximately ten to fifteen seconds. 

The patient was again observed in the recovery 
room, and apparently again recovered without any 
cerebral damage this time as in the previous pro- 
cedure. The patient was observed for approximately 
two hours, and monitored with electrocardiogram 
monitoring machine with the electrocardiogram 
again returning to sinus arrhythmia. It was felt that 
after having had two surgical attempts, this patient 
should be treated by x-ray therapy. The patient 
had a total of 4472r’s to the right oblique neck 
region, and a total of 4472r’s to the left oblique 
neck section. The patient was discharged from the 
hospital on August 9, 1956, without any apparent 
cerebral involvement. The patient has been fol- 
lowed at monthly intervals at the Nose, Ear, Throat 
Follow-Up Clinic and so far, the patient’s overall 
general condition seems to be somewhat improved. 
The hoarseness is still present. The patient has not 
gained or lost any weight, but is able to carry out 
a somewhat seminormal life.* 


CONCLUSIONS 


In the surgical service of Crile Veterans Admin- 


*This patient survived two cardiac arrests with suc- 
cessful resuscitation, only to be killed recentiy in an auto- 
mobile accident. 


istration Hospital during the years of 1953 through 
1956, there have been 13,659 surgical procedures. 
Of this number, there have been nine cardiac arrests 
and with cardiac resuscitation done in the operating 
room itself. Of the nine, two are still living, one 
of the patients had two cardiac arrests with success- 
ful resuscitations in both instances. 

It is felt that surgeons, anesthetists and medical 
personnel should be able to handle cardiac arrests, 
be it in the operating room, or in the immediate 
vicinity of the operating room. 
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4+. Brown, C. D.; Knudson, J; and Schroeder, G. F.: 
Cardiac Arrest at Work: Penknife Thoracotomy 
with Recovery. J.A.M.A. 163: 352-353 (February 
2) 1957. 
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New Booklets by Heart Association 


In order to help patients with sodium-restricted 
diets follow the doctor’s diet prescription, the Ameri- 
can Heart Association has prepared three booklets 
—“Your Mild Sodium-Restricted Diet,” “Your 1000 
Milligram Sodium Diet,” “Your 500 Milligram So- 
dium Diet,’’ Dr. George S. Grier, III, Newport News, 
President of Virginia Heart Association, has an- 
nounced. 

These booklets, intended especially for adult heart 
patients placed on a sodium-restricted diet by their 
physicians, are available free of charge from Vir- 
ginia Heart Association, 12 South Third St., Rich- 
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mond 19, Va., to physicians for distribution to 
patients. They are not available to patients without 
the approval of the patient’s physician. 


These booklets provide food lists that enable the 
patient to vary his meals as he becomes familiar with 
his basic diet plan. Weight watching, meal planning, 
and problems of the family cook are discussed and 
practical suggestions on eating out and shopping for 
food are given. Many people, according to the 
booklet, are confused about the difference between 
sodium and salt. 
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Pre-Paid Medical Care.... 


More About Utilization 


In the November issue of the Virginia Medical 
Monthly this special Pre-Paid Medical Care page! 
made two suggestions: that the medical profession 
become actively engaged in advising the public of 
the numerous medical and demographic reasons why 
the rate of utilization of pre-paid health care serv- 
ices is increasing, and that the medical profession 
become actively engaged in eliminating any misuse 
—injudicious utilization—of those services. 


It is tremendously important to the continuance 
of our free-enterprise system of providing medical 
care that the public be made fully aware of the med- 
ical profession’s solicitous interest in the cost of 
prepayment—as evidenced by its organized, efficient 
controls over misuse of prepaid benefits*—because 
the public now is all too prone to believe that the 
profession is rather gleefully “killing the goose that 
lays the golden eggs”. It is of concomitant and 
equal importance that the public be made fully 
aware that the recent, dramatic increase in usage of 
prepaid benefits is not all “bad”; that, from the 
point of view of public health, the most part of the 
increase is “good”; that the resultant increase in 
prepayment rates does not alter the fact that pre- 
payment for health care services remains the best 
bargain on the American market. 


Today’s increased demand for health care services 
goes along with today’s higher level of income and 
improved standard of living. The rising standard 
of living of the American public has incorporated 
adequate health care as a usual and expected part 
of living. Today it is truly proper to believe that 
patients have prepayment because they want to use 
hospitals’ and doctors’ services—not that patients 

.use these services just because they have prepay- 
ment. The utilization experience of those who have 
no prepayment is strong evidence that demand for 
health care is increasingly a part of the way of life 
in the United States—and coincidental to prepay- 
ment. This past year the uninsured segment of the 
population had a hospital admission rate more than 
twice that of all the population twenty-five years 
ago.® 


Another way to demonstrate that the public is not 
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after a free ride at the expense of p:epayment plans 
is to examine public usage of medical items which 
are not covered by prepayment. One such item is 
prescription sales in drug stores. Prescriptions give 
a good index since they can be obtained only from 
a doctor, are almost never a benefit of prepayment, 
and occur outside the hospital. The American Drug- 
gist Magazine reports that in 1957 prescription sales 
by drug stores totaled $1.7 billion, nearly four times 
the total for 1947. Such a fantastic increase in the 
out-of-pocket expenditures for one aspect of medical 
care should offer some proof that the American people 
are primarily concerned with health care for its 
own sake and not as a means of beating the prepay- 
ment game. 

As voluntary hospitals have improved their meth- 
ods and devices for treating patients, more people 
have been using the improved care. Thirty years 
age, people went to the hospital only when seriously 
ill or injured. Today, to be hospitalized is proper 
medical practice for scores of health conditions 
which once could not be treated at all and for others 
that were treated in the home at great hazard. It has 
been well said that people now go to the hospital 
to live—not to die, as they once did. No one can 
argue that proper increase in use of hospital facili- 
ties should be discouraged. Needed hospitalization 
contributes to better individual health and to higher 
health standards for all. 

It is unfortunately true—and a reflection on the 
medical profession—that some cases admitted to 
hospitals do not need to be admitted. But criticism 
is easy, and the situation is far from simple. Health 
care is in a process of transition; what constitutes 
proper hospitalization, how the health of a patient 
can best be served, how best to raise public health 
standards—professional concepts in these matters are 
undergoing changes. The need in each individual 
case is a subject for scientific determination. The 
patient suspected by his physician of having hepa- 
titis may seem to a lay person quite well enough to 
remain in bed at home; on the other hand, few phy- 
sicians would want to risk the serious consequences 
of this illness through failure to make use of the 
firmly controlled conditions the hospital provides. 
It is a duty of all engaged in health work today 
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to take strong, positive measures to stop any misuse 
there is. Blue Cross is helping in this effort. Also, 
the Richmond Blue Shield Plan is developing an 
optional endorsement to provide coverage of diag- 
nostic studies for ambulatory patients. One purpose 
of this coverage is to eliminate the incentive for 
unnecessary admission as an inpatient just so the 
subscriber may have his Blue Cross-Blue Shield 
protection. Besides eliminating the incentive for 
unnecessary inpatient hospitalization, provisions for 
diagnostic studies of ambulatory cases will widen 
the scope of prepayment budgeting for the commu- 
nity. More health care can be budgeted fer, and 
there will be better health as a result. 

But Blue Cross-Blue Shield cannot do the job 
alone. There must be activity on the part of respon- 
sible physicians, and accep‘ance by them of the key 
role physicians must play as the group professionally 
prepared to police effective controls over utilization. 
Hospital leaders, whose concern is a matter of record, 
must cooperate with physicians in devising and 
maintaining practical methods of control over admis- 
sions and length of stay. The insistence of the 
general public that utilization be safeguarded should 


be a spur to effort on the part of.other interested 
groups. Blue Cross-Blue Shield, with their direct 
and primary responsibilities to the people, are anxious 
to participate fully with others to make certain that 
hospitalization prepayment covers all necessary use 
but no unnecessary use of hospitals. 


Whatever misuse of hospitals exists is an in- 
jurious cross current in the gathering stream of 
better health for everyone, and its force must be 
broken. But the public must not be misled by a 
subordinate fault from understanding the primary 
nature of modern health care. The central truth to 
be recognized is that health services are being uti- 
lized more because they now have more to offer and 
because doctors and the public together are develop- 
ing a health standard that properly includes the use 
of these services. 


REFERENCES 


1. Virginia Medical Monthly 85: 644, November, 1958. 

2. Virginia Medical Monthly 85: 509, September, 1958. 

3. Brown, Ray E.: Forces Affecting The Community’s 
Hospital Bill. Hospitals 32: 51, October 1, 1958. 

4. Ibid. 


Polio Vaccination During Pregnancy 


Polio vaccination during pregnancy is important 
because it serves two purposes: combating the “ex- 
traordinary susceptibility” of pregnant women to the 
disease, and prolonging their infants’ passive immu- 
nity. 

These were the conclusions of five University of 
Minnesota researchers who studied 138 pregnant 
women. Their study is reported in the September 
6 Journal of the American Medical Asscciation. 

More than 65 per cent of the women were found 
to be incompletely protected against the disease. After 
receiving two Salk vaccine shots during pregnancy, 
the proportion dropped to 18 per cent. 

Before receiving the shots, 33.1 per cent showed 
immunity to all three polio viruses; 58.6 per cent 
to one or two types, and 8.3 per cent to none. After 
the shots 82 per cent were immune to all three 
types. 

The study also indicated that vaccination during 
pregnancy lengthened immunity in newborn infants. 
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Newborn infants are resistant to certain diseases as 
a result of receiving antibodies (agents which fight 
disease in the body) from a mother who has been 
immunized by natural infection or previous vaccina- 
tion. The duration of immunity depends on the 
amount of antibody present. The higher the anti- 
body level the longer the immunity lasts. By vac- 
cinating the mother, her own antibody level—and her 
infant’s—is raised. 

The study showed that the infants eliminated about 
half of the polio antibodies received at birth within 
five weeks. The length of immunity resulting from 
the remaining antibodies depended on the original 
antibody level. Some infants still showed some im- 
munity at nine and 12 months of age. 

The authors are Dr. Mauricio Martins da Silva, 
Dr. Konald A. Prem, Eugene A. Johnson, Ph.D., 
Dr. John L. McKelvey, and Dr. Jerome T. Syverton 
of the University of Minnesota Medical School, Min- 
neapolis. 
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SPECIAL REPORT ON ACTIONS OF THE HOUSE 
OF DELEGATES OF THE AMA 


DR. W. LINWOOD BALL, Richmond, has been appointed to the Board of Trustees 
of the American Medical Association to fill the vacancy caused by the recent death of 
Dr. Warren Furey of Chicago. Dr. Ball is also Vice-President of AMA. 


RESPONDING TO A CALL FOR ACTION in meeting the health care needs of the 
aged, the House of Delegates adopted the following proposal submitted by the Coun- 
cil on Medical Service and endorsed by the Board of Trustees: 


“For persons over 65 years of age with reduced incomes and very modest resources, 
it is necessary immediately to develop further the voluntary health insurance or pre- | 
payment plans in a way that would be acceptable both to the recipients and the med- 

ical profession. The medical profession must continue to assert its leadership and 
responsibility for assuring adequate medical care for this group of our citizens. 


“Therefore, the Council on Medical Service recommends to the House of Delegates 
the adoption of the following proposal: That the American Medical Association, the 
constituent and component medical societies, as well as physicians everywhere, expe- 


dite the development of an effective voluntary health insurance or prepayment pro- 
gram for the group over 65 with modest resources or low family income; that phy- 
sicians agree to accept a level of compensation for medical services rendered to this 


group which will permit the development of such insurance and prepayment plans 
at a reduced premium rate.” 


THE REPORT OF THE COMMISSION ON MEDICAL CARE PLANS, long await- 
ed by physicians over the country, was discussed long and thoroughly during a refer- 
ence committee hearing. The House, however, decided to defer acticn until the June, 
1959, meeting. The following statement was adopted: ) 


“We respectfully suggest to the constituent associations reviewing the report in the 
interim, that their attitude regarding the report will be clarified if they arrive at some 
decisions in regard to the following basic points: 
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“1. Free Choice of Physicians—Acknowledging the importance of free choice of 
physician, is this concept to be considered a fundamental principle, incontrovertible, 


unalterable and essential to good medical care without qualification? 


“2. Closed Panel Systems—What is or will be your attitude regarding physician par- 


ticipation in those systems of medical care which restrict free choice of physician? 


“These suggestions acknowledge that the policy of the American Medical Association 
to encourage and support the highest quality of medical care for all patients remains 
unchanged. They question, however, whether attitudes toward the free choice of 


physician and the closed panel system may be undergoing evolutionary change.” 


OSTEOPATHY received its share of attention and considerable study was given a res- 


olution which would have asserted the right of constituent medical associations to estab- 
lish the relationship of the medical profession to the osteopathic profession within their 
respective states. The House, however, decided that the resolution did not offer the 
appropriate solution to the problem. The Judicial Council was requested to review 
past pronouncements of the House on osteopathy and the status of the laws of the va- 
rious states in this regard. The Council was requested to present its report and recom- 


mendations at the June, 1959, meeting. 


THE DEVELOPMENT OF ADDITIONAL FACILITIES for basic medical educa- 
tion was urged by the House in approving a statement by the Council on Medical Edu- 


cation and Hospitals. It was pointed out that “American medicine fully recognizes 


the needs being brought about by the increasing population, social and economic trends, 


and the changing dimensions of medical knowledge and its application.” 


THE BOARD OF TRUSTEES was requested to arrange a top-level conference with 


voluntary health agencies, United Funds and other parties interested in the raising of 


funds for health causes, with a view toward resolving misinterpretations and other dif- 
ficulties. 


STATEMENTS for 1959 membership dues in The Medical Society of Virginia have 


been mailed. Statements for AMA dues will be mailed about March 1. 
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Public Health .... 


Handling Poisoning Emergencies 


Public health personnel and the medical pro- 
fession as a whole have become more conscious of 
the need for efficient handling of poisoning emer- 
gencies and have taken steps to educate the public 
along these lines. About a year ago the Committee 
on Toxicology of the American Medical Association 
published an excellent report on how the general 
public should handle a poisoning emergency.' It 
is fortunate that a large number of these emergencies 
involve relatively small amounts of comparatively 
harmless materials. It sometimes happens that a 
potentially toxic substance is ingested and prompt 
medical care is needed. This care is frequently given 
in the emergency rooms of a hospital and, in order 
to render this service efficiently, a Cleveland (Ohio) 
hospital made all the necessary material for treating 
poisoning emergencies easily available to the emer- 
gency room staff.” 

A movable locked cart was designed to contain 
all of the agents needed in treatments. A table lists 
all the drugs, apparatus and books that are kept in 
the cart. The books are up-to-date reference text 
books that help to answer questions that arise in a 
poisoning situation both as to the chemical compo- 
sition of household preducts and the therapy needed 
to counteract them. With all the drugs and equip- 
ment at hand in one spot, there is no need for scurry- 
ing and confusion and the situation can be handled 
with dispatch. 

A Committee of the Cleveland Academy of Medi- 
cine has recommended that, in addition to the fully 
equipped poison antidote cart, there be a protocol 
to guide the house officers of a hospital in the 
proper handling of emergencies due to chemical 
poisonings. They advised thaf the patient’s private 
physician be notified as oasis as possible. While 
getting in touch with him the patient must be treated 
symptomatically and the history of the situation ob- 
tained concomitantly. It is necessary to know the 
name and composition of the poison, the amount 
ingested, the time of ingestion, and what treatment, 
if any, has already been given. Emesis is to be 
induced if not more than four hours have elapsed 
since the ingestion and if the poison was not 
an acid, an alkali, or a volatile hydocarbon, and 
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if the patient is conscious. Emesis is preferable to 
gastric lavage. If the latter is elected a large stom- 
ach tube is recommended for lavage. The vomitus 
or lavage, or both, and a urine specimen if it can 
possibly be obtained, are to be saved for future 
examination. Consultants, their specialties, and their 
phone numbers are listed on a separate sheet and 
this sheet is posted on the antidote cart. The con- 
sultants are to be called when needed by the poison 
control officer or, if he is not available, by the resi- 
dent. All patients with questionable cases, especially 
those with salicylate poisoning, such as aspirin or 
wintergreen, are to be admitted to the hospital. 

An expert on poisons, Dr. Walter J. R. Camp, 
professor of pharmacology and toxicology at the Uni- 
versity of Illinois, scolds people who rely on their 
memory to identify bottles of poison in the house. 
He points out that legitimate prescriptions are a 
common source of poisoning. Unused medications 
are hoarded and often are put to uses never intended 
by the physician. Labels may be disfigured or fall 
off. All unlabeled containers should be discarded. 
Poisonous substances should be kept in a locked 
cabinet. Insecticides should not be kept on shelves 
with food stuffs. All drugs should be kept out of 
reach of children. 

Dr. Camp has seen such things happen as a fam- 
ily wiped out when sodium fluoride was stored in a 
container identical to one containing flour and was 
used to prepare pancakes. He believes that personal 
education can be very effective and he considers it 
the physician’s duty to instruct his patients about 
the many toxic substances in the home. Community 
educational campaigns by local medical societies, 
health departments, poison control centers, and civic 
groups should reinforce these activities of the phy- 
sicians. 

Interest in the prompt and efficient treatment. of 
patients who have ingested poisons has brought about 
the establishment of seven poison information centers 
in Virginia and other areas have expressed interest 
in setting up such centers. The location, telephone 
number, and name of the director of each of the 
already established poison information centers is 
listed on the following page. 
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LOCATION TELEPHONE DIRECTOR 


ARLINGTON 
Arlington General Hospital JA 8-6600 Dr. Wm. D. Dolan, Jr. 
CHARLOTTESVILLE 
University of Virginia Hospital 2-2121 Dr. Julia E. Edmunds 
CHRISTIANSBURG 
New Altamont Hospital EV 2-2941 Dr. J. T. Showalter 
Dr. A. M. Showalter 
NORFOLK 
Office of Chief Medical Examiner MA 5-1306 Ramon A. Morano 
427 E. Charlotte Street 
PORTSMOUTH EX 9-2441 
Portsmouth Naval Hospital Ext. 200, 207 Dr. F. B. Becker 
208, 613 Commander, USN 
RICHMOND 
Medical College of Virginia Hospital MI 4-9851 Sidney Kaye, Ph.D. 
ROANOKE 
Roanoke Memorial Hospital 5-7325 Wm. H. Flanagan 
REFERENCES 
1. Recommendations of Committee on Toxicology on 2. T. George Bidder, M.D. and Irving Sunshine, Ph.D.: 
First-Aid Measures for Poisoning, report to the Efficient Handling of Poisoning Emergencies. 
Council on Drugs. J.A.M.A. 165: 686-687 (Oct. 12) J.A.M.A. 168: 514-516 (Oct. 4) 1958. 
1957. 
MONTHLY REPORT OF BUREAU OF COMMUNICABLE 
DisEAsE CONTROL 
Jan.- Jan.- 
Nov. Nov. Nov. Nov. 
1958 1957 1958 1957 
Brucellosis 1 22 22 
Diphtheria 3 31 20 
371 166 21851 5013 
Meningococcal Infections —____- 9 12 87 70 
Meningitis (Other) 21 16 255 406 
Poliomyelitis 5 146 
Rabies (In Animals) ______--_- 14 27 241 302 
Rocky Mt. Spotted Fever _-_---_ 0 1 32 31 
Streptococcal Infections ___... 576 941 6445 6393 
1 5 32 31 
4 3 42 42 
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Mental Health.... 


Predicting Juvenile Delinquency 


Like death and taxes, studies in juvenile delin- 
quency, it seems, are always with us. Many of these 
studies, being rather narrow in their approach to 
the problem, fall into the error of over-emphasizing 
a “single cause”. It is obvious to the unprejudiced 
observer that there must be many factors contribut- 
ing to juvenile delinquency, several of which must 
be present in any individual case. 

A fairly high degree of relationship has been re- 
ported between delinquency and inadequate hous- 
ing, broken homes, first and second generation Amer- 
icans, poor companionship, inadequate recreational 
facilities, educational failures, emotional disturb- 
ances, and mental retardation. Delinquency has also 
been found related to, but perhaps not “caused” by, 
bedy build, urban living, overcrowded home condi- 
tions, status as an only child or being one of a very 
large family, comic books, and tobacco, drugs and 
alcohol. 

Just as there is no single cause for delinquency, so 
is the search for single remedial measures apt to be 
unprofitable. For example, additional parks, play- 
grounds, and recreational facilities are fine for 
normal children and should be provided in every 
community. The delinquent child, however, is apt 
to regard such facilities as “square” or “sissy”’ and 
will frequent them only to commit acts of vandalism 
or to break up whatever organized games are in 
progress. While psychotherapy may be of help to 
the delinquent whose pattern of behavior has de- 
veloped on a neurotic basis, many delinquents fall- 
ing in the class of character disorders remain highly 
resistant to this form of treatment. 

One recent study suggests that the lower class 
attitude toward time is so different as to make com- 
munication with these individuals difficult. It was 
found that middle class time orientation is generally 
toward the future with plans being constantly made 
toward preparation for an uncertain old age. In 
these families a child is taught that he must get an 
education in order to get a job, must hold a job in 
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order to buy a home and support a family and buy 
insurance, must preferably get work with a good 
retirement plan as part of the company policy, so 
that anxiety around providing for the future directs 
much of life’s activities. The situation is quite dif- 
ferent in the upper classes where the orientation is 
toward the past, a protection of the prestige and 
status which the family has long enjoyed. Among 
this group of persons the future is and always has 
been assured; the ruling dictum is to conduct one’s 
affairs in such a way that one never need worry 
about “what would grandfather think” ? 

In contrast to these it was found that the lower 
classes of our society preferring not to think about 
the anguish, cold, and hunger of the past and living 
always in a situation where the future is uncertain 
and unpredictable, live entirely in the present. When 
money is available it is all spent on food or fuel 
until one is stuffed and overheated; existence is from 
day to day and next week is hardly to be thought of, 
next year not at all. It is possibly for this reason 
that the question so frequently asked of deprived and 
delinquent children, “what do you want to be when 
you grow up?” is met with a blank and uncom- 
prehending stare as if one were talking nonsense. 

It is generally agreed that in delinquency, as in 
other social and physical ills, early detection is ad- 
visable both for prevention and treatment. Is there 
any way that a delinquent can be spotted before he 
actually commits acts of violence or establishes a 
pattern of living which is resistant to change? Sug- 
gestion that prediction in this area is possible is 
provided in the study of Sheldon and Eleanor Glueck. 
In this study 500 delinquent children were carefully 
matched with 500 non-delinquents who came from 
the same socio-economic strata, from similar home 
backgrounds, and with equal intelligence levels. As 
many factors as possible were controlled, the only 
difference between the two groups of children being 
that one had been in frequent encounters with the 
law while the other group had not. The groups were 
then compared on many social, psychological, and 
psychiatric criteria, and were found to differ sig- 
nificantly in several ways. 


1. The delinquent boys were largely deprived of 
affection by their fathers. While as a rule 
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they held warm feelings towards their mothers 
they found the father a brutal, sadistic, or 
inadequate person with whom they could not 
identify. It was also true that the delinquent 
children were largely rejected by their brothers 
and sisters with indifferent or hostile attitudes 
being prevalent. In discipline the delinquents’ 
mothers were inconsistent and the fathers were 
inclined to be overstrict. Spankings and whip- 
pings were the usual methods used to cope 
with the misbehavior of the youngsters. 


One of the most striking findings was that 
school misbehavior occurred in the delinquent 
group persistently and often seriously, at an 
earlier age than for the non-delinquent. This 
means before puberty. Truancy usually began 
before the age of ten. Teachers characterized 
the delinquent children as unreliable, inat- 
tentive, careless, lazy, untruthful, dishonest, 
tardy, attention seeking and disorderly. They 
were found to cheat and smoke and write ob- 
scene notes. They were bullies and cowards 
and often destroyed school materials. They 
usually wanted to quit school immediately and 
their vocational ambitions were usually child- 
ish, having to do with adventurous occupations 
or with work which required little training 
instead of trades and intellectual pursuits. 


After school hours the delinquents on the 
whole sought out the more hazardous and ad- 
venturous jobs in which they were lacking 
protection from vicious street influences. They 
would sell papers rather than work as a store 
helper, for instance. A thirst for excitement 
was shown in excessive attendance at movies 
and showing a preference for playing in vacant 
lots, railroad yards, pool rooms, and the like. 
They showed active distaste for using play- 
grounds or staying at home. While they tended 
to join gangs they were usually delinquent 
children long before they were gang members. 
The gang activities only gave them greater 
scope. They preferred youth older than them- 
selves as companions and used these older 
boys as their “ego ideal”, as a substitute for 
the fathers who were unsympathetic or un- 
suitable as a model.’ They formed an early 
interest in the opposite sex and had sexual 
experience at an earlier age than the non- 
delinquents. This was possibly due to the 
lack of supervision rather than any constitu- 
tional difference. 


4. The delinquents were far superior to the non- 
delinquents in their bodily measurements. They 
have a slower physical development, reaching 
puberty in the 13th to 14th year. In general 
they had an athletic build with a more har- 
monious and less disproportionate physique 
than the control group. There was no differ- 
ence in the two groups in their health stand- 
ing; the physical condition of both groups was 
good. It was found that the delinquents were 
reported to have been enuretic and extremely 
restless as small children. 


5. In abstract thinking and generalizing the non- 
delinquents were stronger than the delinquents 
who preferred concrete tasks and . objective 
materials with which to work. The delin- 
quents’ method of approaching a task was 
unmethodical, erratic, and they often seemed 
unrealistic thinkers, lacking in common sense. 


6. When faced with a problem or a conflict the 
delinquents tended to resolve it by acting it 
out or giving overt expression to it in feeling 
or action. As a group they generally refused 
to take responsibility for their behavior, letting 
the pressure of feelings work itself off in direct 
action. They were little concerned with wheth- 
er that behavior was criminalistic or otherwise. 


7. Personality attributes included the finding that 
the delinquent children revealed in excessive 
amounts such traits as defiance of authority, 
resentfulness, hostility, suspiciousness and de- 
structiveness. They were not inhibited by 
anxiety. 


8. In the families there was evident a greater 
incidence of emotional disturbance, mental 
retardation, alcoholism, and criminalism. To 
the extent that the parents communicated the 
standards, ideals, and behaviour patterns of 
their own rearing to their sons, the social 
heritage of the delinquents was distinctly poor- 
er than that of the non-delinquents. It is 
within the family emotional climate that the 
most deep-rooted and persistent character and 
personality traits of the growing child are 
developed. Here again the delinquents come off 
much worse than the other boys. 


Three experimental schools in New York City 
are presently undertaking a project to check on the 
delinquency scales resulting from the Glueck study. 
It will be several years before their findings are 
generally available. In the meantime, one can use 
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the following quick guide as a rule of thumb. It 
is very probable that a child will develop a delin- 
quent career if at the age of six or seven he 

1. Isa Lone Wolf 
Does not enjoy competitive games 
Truants frequently 
Seeks older companions 


Probably is a reading problem—shows distaste 
for all school work except handicrafts 

Is impulsive, possibly steals repeatedly 

Shows only vague feelings toward mother; 
possibly fearful of father 

8. Is always in the middle of excitement like 

fires, fights, accidents, or rough and dangerous 
play. 

Active attention given to these children and their 
families at this early age can provide an effective 
program of prevention. Community services might 
be marshalled to see that they receive adequate med- 
ical care, and social services to guide the adults 
into employment, if necessary, and assist in other 
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family problems. Psychological examinations can 
assist the schools in placing the children in the best 
educational environment. Counselling for the par- 
ents may correct ill-advised child-care practices. 

In one instance known to the writer, a single con- 
ference between the child’s teacher and mother -re- 
sulted in marked change for the better. The mother 
had not noticed the effect which her working and 
being away from home during the afternoon and 
evening was having upon her seven-year old boy. 
When the problems were pointed out to her, she 
stopped work, had cookies and milk ready after 
school, and sometimes she and the boy went to the 
factory in the later afternoon to ride home with the 
father. In three months the boy’s truancy and steal- 
ing had stopped and his grades and attitude in 
school improved. 


In effect, what this mother did was to knit-up the 
ravelling threads of her family. Early detection and 
appropriate measures directed toward increased fam- 
ily solidarity can have a similar effect in many other 
cases of incipient juvenile delinquency. 


Help Prevent Clots 


Keeping a patient “walking” during surgery may 
prevent the formation of death-dealing blood clots, 
two Canadian surgeons have suggested. When move- 
ment in leg muscles is reduced—as during surgery— 
the blood pools in the legs and conditions are set 
for the formation of blood clots. By keeping the 
patient “walking” through the electrical stimulation 
of the leg calf muscles, this pooling is reduced. The 
Stimulation causes the muscles to contract as they 
do in walking and to act as a pump, forcing the 
blood back to the heart. When clots form, parts of 
them may break off and move through the vessels, 
eventually blocking the artery between the heart and 
lungs. This condition, known as pulmonary em- 
bolism, frequently causes death. Pulmonary em- 
bolism is now the commonest single cause of death 
following major surgical procedures, Drs. John and 
Angus D. McLachlin said in the October Archives 
of Surgery, published by the American Medical 
Association. 

They believe that blood pooling (venous stasis) 
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in the legs is the prime factor in pulmonary em- 
bolism, although it has not been definitely proved. 
Prevention of pooling would lessen the possibility 
of clot formation. 

The doctors have used skin electrodes similar to 
those used in the study of the heart’s electrical ac- 
tivity. The electrodes are placed on the legs and the 
closed electrical circuit produces regular contrac- 
tions of the calf muscles during the operation and 
until the patient is conscious enough to move about. 

“There seems no doubt that blood can be kept 
moving in the legs in this physiological manner.” 

Since the role of venous stasis in pulmonary em- 
bolism is not definitely proved, “Only time and an 
adequate number of cases will let us determine 
whether keeping the ‘peripheral venous heart’ active 
during operative procedures will lessen the frequency 
of pulmonary embolism.” 

The authors are members of the department of 
surgery at the University of Western Ontario Faculty 
of Medicine, London, Ont. 
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The Medical Society of Virginia .... 


Our New Headquarters Building 


A Brief Case History 

For a good many years The Medical Society of 
Virginia conducted its executive affairs in one or 
two rooms at the Richmond Academy of Medicine 
located at 1200 East Clay Street here in Richmond. 

In 1946, the Society expanded its work with the 
employment of the late Mr. Henry S. Johnson as 
Director of Public Relations. The need for more 
adequate working space for its executives was soon 
apparent. In 1951, a building was purchased at 
1105 West Franklin Street, and this became the 
Society’s official headquarters. This structure, satis- 
factory in many respects, did not permit full utiliza- 
tion of modern aspects of medical association work. 


Figure 1 


A study committee composed of Dr. Guy W. Hois- 
ley, Chairman, Dr. Harry C. Bates, Jr., Dr. Fletcher 
J. Wright, Jr., Dr. Harold W. Miller and Dr. Ira 
L. Hancock, recommended that a new headquarters 
building be erected by the Society. This action was 
approved by Council, the House of Delegates and 
the membership at its Annual Convention in 1956. 

The maximum sum of $120,000.00 was appro- 
priated for purchase of the land, erection of the 
building and for equipment. A building committee 
composed of Dr. L. P. Bailey, Dr. L. W. Ball, Dr. 
Fletcher Wright, Jr., Dr. Guy Horsley and myself 
was appointed by President James Hagood. The 
committee began its work on October 31, 1956, and 
has functioned throughout the life of this under- 
taking. 


50 


Secretary Bob Howard carefully studied the needs 
of the executive staff and, in cooperation with the 
architectural firm of Marcellus Wright & Son, the 
building you now see was designed. Largely through 
the efforts of Drs. Linwood Ball and Benjamin 
Rawles, Jr., and with the painstaking help of our 
able attorney, Mr. Robert C. Duval, Jr., the prop- 
erty was acquired from the Richmond Foundation. 
We are fortunate to be located in this beautiful sec- 
tion of Richmond in a setting where tranquilizing 
drugs should never be needed. 

The problem of melling our previously owned 
furniture with the new and effectively combining all 
into the motif of this structure was accomplished 


Figure 2 


through the efforts of Dr. Guy Horsley and members 
of the executive staff. The Building Committee has 
served primarily in an advisory capacity insofar as 
the actual construction of the building is concerned. 
Here the work has been done by our efficient: office 
staff and by the careful and conservative planning 
and supervision of the architects. 

As you know, there are many problems encoun- 
tered in the realization of a building of this type. 
This begins with the reasons for a new headquarters 
in the first place, the needs for a workable shop, ac- 
quisition of desirable land at a reasonable figure, 
selection of an architect and building contractor, the 
purchase of office equipment and the selection of 
pleasing decorations. I am sure that these, and other 
problems, could not have been effectively solved with- 
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out a building committee who have worked har- 
moniously and diligently. 

To interject a personal note, I will always have 
the feeling of what I hope is pardonable pride that 
this new edifice was conceived and the money appro- 
priated during the time that I was honored to hold 
the office of president of the Society. 


Figure 3 


It has become almost trite to say that Secretary 
Bob Howard and his staff have done a good jcb. 
Actually, this building was inspired by Bob, a fact 
that he will probably deny. He and his co-workers 
have followed through with minute attention to 
every detail. The result is thus evident: we have a 
workable building achieved at a reasonable cost to 
the Society. 


Figure 4 
New ventures are often loaded with surprises. The 
most amazing one we can report is that your Build- 
ing Committee, in these days of high and ever ris- 
ing prices, returns the sum of approximately $4,000 
in unused money. For this saving, we give thanks 
to our executive staff, the architects and contractors, 
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who have conscientiously worked with us to make 
this dream a reality. 
James P. Kine, Chairman 
Society Headquarters Building 
Committee 


A Tour of the Building. 


For those of our members who were unable to at- 
tend the Open House and Dedication of the new 
headquarters building, we felt you would like a 


Figure 5 


tour and we have attempted to give you some idea 
of what it is like in pictures. 

The first picture shows the vacant lot when it was 
purchased in 1957. The second one was taken in 
the winter after actual construction had begun but 
was at a standstill on account of snow and freezing 


Figure 6 
weather. The next picture looked a little more prom- 


ising as the window frames were in place. 
In September of 1958, the building was finally 
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completed and figure 4 shows the front of the build- 
ing. Figure 5 is the back yard where we hope to 
have plenty of flowers and shrubbery to further beau- 
tify our surroundings. 

As we enter the building, on either side of the en- 
trance door are two large walnut plant containers. 
These were given by the Council of 1957 as a living 


Figure 7 


memorial to Dr. Frank A. Farmer of Roanoke 
(Fig. 6). 

Figure 7 shows the reception area and secretary’s 
office where Miss Tobin holds forth. The other desk 
is for additional secretarial help that is needed 
from time to time. This area is painted in beige 
with matching draperies and tile floors. The furni- 
ture is made of walnut and cherry and the occasional 


Figure 8 


chairs are persimmon color. Behind the background 
wall is the machine room where office equipment, 
mailing supplies, etc., are kept, and on the right is 
a room for filing cabinets, supplies, etc. To the left 


of this area is a small room (Fig. 8) where com-* 


mittee meetings, etc., may be held. In this room, we 
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were able to utilize some of our old furniture in red 
and yellow. 

Down the corridor is Mr. Howard’s office (Fig. 9). 
The walls are light green with matching carpet and 
the draperies are in beige with brown and cream 
figures. Here again, we used some of the old furni- 
ture, having it refinished so it looks like new. The 
occasional chairs are green and Mr. Howard’s office 
chair is a bright red. 


fh 


Figure 9 


Mr. Smith occupies the room in figure 10. The 
colors in his office are the same as Mr. Howard’s. 
His office chair is a deeper red and the occasional 
chairs are also red. 

Figure 11 shows the office where the Virginia 
Medical Monthly work is done by Miss Watkins. 
The furniture here is the same as that in the recep- 
tion area, walnut and cherry. The office chair is 
flame colored and the occasional chairs are off-white. 


Figure 10 


Now that we have finished with the offices, let’s 
go back to the reception area and the other side of the 
building. This contains the furnace and equipment 
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room and the kitchen (Fig. 12) This is quite small 
but large enough to prepare lunches for small com- 
mittee meetings as it has a stove and refrigerator and 
plenty of cabinet space. The walls are in bright 
yellow. The furnace room is through the door shown 
in the picture. 


Figure 11 


Figure 12 


VoLuME 86, January, 1959 


Further down the corridor is our pride and joy— 
the conference room. This room is in gray with tiles 
to match. The draperies are bright, with orange, yel- 
low, green, etc. The conference table is 18 feet long 
and in two tones of wood. The chairs around the table 
are orange and the smaller chairs in the background 
are in yellow. This room will hold 50-60 people for 
a conference. Already several organizations are hold- 
ing their monthly meetings here. 

On the second floor of the building is the office of 


Figure 13 


the Virginia Academy of General Practice. There 
are two other offices on this floor which are not now 
being occupied. ; 

There is a full sized attic which is partially floored 
and shelved and serves as a storage area for sup- 
plies not needed at all times. 

All in all, it is a beautiful and most functional 
building and we hope all of our members will come 
to see it. It is your building and the door is always 
open to you! 
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Miscellaneous . . . 


Our Ladies—God Bless ’em! 


The American Association of Medical Assistants 
held their Second Annual Meeting at the Palmer 
House, Chicago, October 30-November 2, and from 
all accounts via “The Grape Vine’, juice included, 
it was a complete success. One of the highlights was 
a tour of the A.M.A. home office, followed by a 
reception. You can always count on Leo Brown, 
Miss Caro] Towner and their Association to go all 
out for The Ladies. 

The Theme of that afternoon’s program dealt with 
“An Eye to the Future”. Highlighting the afternoon 
program were none less than Leo Brown, George 
Cooley, Oliver Field, Adaline Hayden, James Liston, 
James Reed, proud parent of AMA’s newest baby, 
“The AMA News”, Austin Smith and last but not 
least, Carol Tewner and Jean Meyrick. 

The morning of the first day included a meeting 
of the House of Delegates and a general business 
session. 

That evening was climaxed by a Social Hour and 
President’s Dinner with Dr. Morris Fishbein’s pres- 
entation of ““Am I My Doctor’s Helper?” 

Saturday morning sessions were divided into 3 
groups covering such general subjects as business, 
medical and technical problems and then those in 
attendance could choose the section that most served 
their particular office. 

Saturday afternoon's session dealt with such per- 
tinent subjects as “Live, Learn and Dream” and “Is 
the Welcome Mat Out?” 

The Grand Finale to a most successful meeting 
was another cocktail party followed by a banquet 
and installation of the new officers. 

The 1959 meeting will be in Philadelphia. As 
immediate past chairman of our State PR Com- 
mittee, I wish to urge all of us to support those 
Chapters of Medica] Assistants already in existence 
and to assist in the formation of new chapters 
wherever possible. Our state organization is a grow- 
ing active group as shown by the following figures. 
In 1957, the membership of the Virginia Association 
of Medical Assistants numbered-15 and 4 attended 
the national meeting. In 1958, their membership 


had increased to 35 and 8 attended. Frankly, I 
think their growth and percentage of attendance 
surpasses that of The Medical Society of Virginia. 
Come on Fellows, don’t let ““The Weaker Sex” out 
do us again. 

JoHN Wyatt Davis, JR. 


Nursing Brochure 


A new brochure on nursing by the Virginia State 
Board of Nursing Examiners in cooperation with 
the Virginia League of Nursing, the Virginia Schools 
of Nursing, the Virginia Hospital Association and 
The Medical Society of Virginia has just been pub- 
lished and has been distributed to those interested 
in nursing improvement. The brochure is attractively 
designed and has photographs of nurses in their 
various fields of activity. For instance, it illustrates 
the work of a practical nurse, the pediatric nurse, 
public health nurse, obstetrical nurse, the orthopedic 
nurse and the surgical nurse. The principal space 
of the brochure is given to listing all of the schools 
of nursing in the State of Virginia. This is divided 
into schools of practical nursing, certified tubercu- 
losis schools, three-year diploma schools of profes- 
sional nursing, collegiate nursing programs and jun- 
ior college nursing programs. After each school is 
listed its location, the director or supervisor of the 
pregram, whether or not married students are ad- 
mitted, approximate size of the student body, the 
vacation allowance, the time of beginning classes, 
the initial cost of the student, the stipend paid the 
student, whether or not maintenance is furnished 
and whether or not scholarships are available. A 
description of the various courses in practical nurs- 
ing and professional nursing are outlined in detail. 

The brochure gives the educator, nursing director 
and physician a comprehensive view of the entire 
nursing program in the State of Virginia. It is hoped 
that this new brochure will serve as a stimulus to 
nurse recruitment. Copies of the brochure can be 
obtained by writing to the Virginia State Board of 
Nurse Examiners, Central National Bank Building, 
Richmond, Virginia. 

J. P. Lyncu 
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Woman's Auxtliary.... 


President ______._____._Mrs, Charles A. Easley, Danville 
President-Elect _.Mrs. Walter A. Porter, Hillsville 
Vice-Presidents _______Mrs. George K. Brooks, Richmond 


Mrs. James M. Moss, Alexandria 
Mrs. W. A. Eskridge, Parksley 
Recording Secretary___ Mrs. Robert B. Keeling, South Hill 
Corresponding Secretary__.__.____ Mrs. J. J. Neal, Danville 
Treasurer __ Mrs. Wyndham B. Blanton, Richmond 
Publication Chairman Mrs. Custis L. Coleman, Richmond 
_.Mrs, J. R. St. George, Portsmouth 
Mrs. Lee S. Liggan, Irvington 
Mrs. Maynard Emlaw, Richmond 


Mrs. CHARLES ALLEN EASLEY, JR. 
President, Woman’s Auxiliary 


Biographical Sketch 


Elizabeth Fitzgerald Easley, the wife of Dr. 
Charles Allen Easley, Jr., a surgeon, is from Dan- 
ville. She was born in Pittsylvania County. Her 
father is James William Fitzgerald and her mother 
was Elizabeth Gregory, both of Pittsylvania County. 
She is one of four children. Elizabeth attended ele- 
mentary schools in the County, then Averett College 
for two years, where she was vice-president of the 
Student Government. She then entered the Medical 
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College of Virginia School of Nursing, in Richmond, 
graduating there in 1936. 

Dr. Easley was born in Bluefield, West Virginia, 
where he attended elementary schools. He took his 
high school work at Hargrave Military Academy, 
Chatham, Virginia, and received B.S. degree from 
William and Mary College. Following the footsteps 
of three generations, he received his medical degree 
from the Medical College of Virginia in 1932. Dr. 
Easley chose surgery as his field of medicine and 
Elizabeth is a charter member of the Auxiliary to 
the International College of Surgeons. 

In 1937, during his surgical training, Dr. Charles 
Easley and Elizabeth Fitzgerald were married. They 
came to Danville in 1940 and have lived here since, 
except for three years during World War II, when 
Dr. Easley was in the Army. He landed with the 
first troops in Africa and went through Italy, France 
and Germany with the Second Auxiliary Surgical 
Group. 

Charles and Elizabeth have three lovely, active 
and popular children. Sarah age 20 attended West- 
hampton College for two years, then following her 
mother, last fall entered the Medical College of 
Virginia School of Nursing. Margaret age 15 attends 
High school in Danville and Charles III age 12 is 
in the Junior High School. The Easley family is 
very active in the First Baptist Church, where 
Elizabeth served as President of the Woman’s Mis- 
sionary Society for two years. 

Her medical auxiliary work started in the Wom- 
an’s Auxiliary to the Danville-Pittsylvania Academy 
of Medicine. She is a past president and has served 
on the board for a number of years, both as an officer 
and as chairman of most committees. 

On the board of the Woman’s Auxiliary to The 
Medical Society of Virginia, Mrs. Easley was Mem- 
bership Chairman 1949-50, Chairman Cancer Con- 
trol 1956-57, 3rd Vice-president 1954-55, 1st Vice- 
president 1955-56 and President-Elect 1957-58. 

Mrs. Easley has many other associations and ac- 
tivities. Member of the Wednesday Club of Dan- 
ville, where she served four years on the Board of 
Governors and was Treasurer for two years. She is 
an active member of the Forest Hills Garden Club 
and Benevolent Society. 

The Easleys’ big white house on West Main 
Street is a haven and meeting place for many, with 
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kinfolk and friends from both sides of their family 
living in the County. Its doors are open for wed- 
dings, convalescence, illnesses, committee meetings, 
social teas and young people’s activities of all ages. 

Elizabeth is a good example of the saying: “If 
you want a job done, ask a busy woman”. She will 
do it everytime if she can. 


Richmond. 


The November meeting of the Woman’s Auxiliary 
to the Richmond Academy of Medicine was the Pub- 
lic Relations Luncheon. This was one of our most 
important meetings of the year, with presidents of 
various women’s organizations throughout the city 
as guests. The Public Relations luncheon is held 
each year to acquaint these organizations with the 
Auxiliary’s program of service. This year there were 
48 guest presidents at the luncheon. 

Dr- Richard Ackart, Executive Director of the 
Virginia Hospital Service Association, was guest 
speaker. Advocating health insurance as one of the 
best measures to prevent socialized medicine, Dr. 
Ackart discussed insurance plans for the group. 

The Auxiliary is pardonably proud of the won- 
derful success of the house tour in October. As a 
result of the work on the tour by Auxiliary members, 
we are presenting $2,500 to Sheltering Arms Hos- 
pital. 

Mrs. J. HENRY HAWKINS 
Publicity Chairman 


Northampton-Accomac. 


The Auxiliary to the Northampton-Accomac Med- 
ical Society held its fall meeting at the home of Mrs. 
H. L. Denoon, Jr., on November 11th. There were 
17 members and one guest present. Mrs. Raymond 
Brown, president, presided. 

Mrs. Walter Eskridge, vice-president of the State 
Auxiliary, reported 100 per cent attendance of our 
delegates at the State meeting. 
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Mrs. Denoon announced the sale of napkins, show- 
ing a map drawing of the Eastern Shore of Virginia, 
the proceeds to be used for a scholarship in prac- 
tical nursing for a girl from Tangier. 

A new scrap book has been started by Mrs. J. 
Walter Jackson, the first one dating back to the 
beginning of the Auxiliary having been filled. 

Mrs. Rooxer White’s Cook Book was shown and 
to date over four hundred copies had been sold. 

The following officers for 1959-1960 were elected: 
President, Mrs. Raymond K. Brown; vice-president 
and president-elect for 1960-61, Mrs. W. Carey 
Henderson; secretary, Mrs. R. W. Wingfield; and 
treasurer, Mrs. Wayne Mears. 

The January meeting will be with Mrs. J. Fred 
Edmonds, the second Tuesday in January. 


CATHERINE RusSH TROWER, 
(Mrs. E. HoLLanp) 
Publicity Chairman 


Alexandria. 


This Auxiliary held its monthly meeting at the 
home of Mrs. M. Hayne Kendrick on November 
18th. Mrs. Walter Brennan served as co-hostess. 
The program was presented by various members who 
gave a brief history of the organization and develop- 
ment of the Woman’s Auxiliary and its correlation 
to the A.M.A. 

Members and their husbands enjoyed the annual 
covered dish supper which was held November 1st 
at the home of Dr. and Mrs. F. Preston Titus. Sev- 
eral months ago, the Auxiliary sponsored a Bridge 
Marathon for the benefit of the Alexandria Hospital 
Building Fund. Winners of each group were an- 
nounced and presented with silver bowls. They were 
Dr. and Mrs. A. J. Delaney, Dr. and Mrs, L. E. 
Mangus, Mrs. Colin MacRae and Mrs. H. C. Bush, 
and Mr. and Mrs. R. Taylor Cosby. 


Mrs. L. Mancus 
Publicity Chairman 
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Editorial.... 


The 86th Congress—Friend or Foe of Medicine ? 


NE ASPECT of the November election which has not been generally discussed 
is the effect the new Congress will have on medical legislation. The heavy Demo- 
cratic gains in the North and West unquestionably will cause a national swing further 
to the left with new legislation aimed at some degree of socialization of medicine. The 


question is not one of direction but rather how far Congress will go. 


The strong support given to many of the successful candidates by organized labor 
will insure the introduction of the type of medical legislation which has proved popular 
in the past with this great pressure group. Before the present Congress is through with 
us we may look back with nostalgia to those halcyon days of the late nineteen-fifties 


when the United Mine Workers appeared to pose the greatest threat to American 
medicine. 


In the final analysis much will depend on the committee appointments and especially 
on those House members assigned to the Ways and Means Committee and the senators 
who will make up the Finance Committee. These two committees play a major role in 
shaping legislation. Fortunately both chairmen are Southerners. Congressman Wilbur 
Mills of Arkansas and Senator Harry Byrd are the senior Democrats of their respective 
committeees. Just how much control they will be able to exert over their victory flushed 


fellow members remains to be seen but it is of more than passing interest that they are 


from the States of Arkansas and Virginia. It is ironical that the two States that now 
serve as whipping boys for the “liberals” of the North and West also provide the chair- 
men of the two most powerful committees in Congress. 


There will be four physicians in the 86th Congress, one less than last year. Dr. 
Thomas Alford, a board member in ophthalmology from Little Rock, Arkansas was 
elected, whereas Drs. Will Neal of West Virginia and A. L. Miller of Nebraska were 
defeated. An interesting aftermath to the election is the moving up of Dr. Thomas 
Morgan of Pennsylvania to the chairmanship of the House Foreign Affairs Committee. 


Dr. Morgan will become the first physician to head this strong group in the 136 years 
of its existence. 


Regardless as to whether we approve of the actions of the 86th Congress we will find 
much in it of interest and certainly it will bear watching from a medical standpoint. 


H. J. WarTHeN, M.D. 
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Nens Notes .... 


New Members. 


Since the list published in the December issue of 
the Monthly, the following new members have been 
admitted into The Medical Society of Virginia: 

William Daniel Benham, M.D., Arlington 

William Francis Bernart, M.D., Nassawadox 

John Edward Bryant, Jr., M.D., Franklin 

Ira Marshall Cantin, M.D., Norfolk 

Burr Noland Carter, II, M.D., Richmond 

Guido R. Escalante, M.D., Norfolk 

Sarah Elizabeth Forbes, M.D., Newport News 

Halcott T. Haden, M.D., Kecoughtan 

Ralph William Hess, M.D., Grundy 

Juergen Hubert, M.D., Richmond 

Alice Heyl Kiessling, M.D., Falls Church 

Albert John Miele, M.D., Norfolk 

John Howell Peacock, M.D., Arlington 

James Given Snead, M.D., Roancke 

Thomas Peirson Stratford, M.D., Richmond 

William P. Wagner, M.D., Suffolk 


Dr. Ball Again Honored. 


Dr. W. Linwood Ball, Richmond, has been ap- 
pointed to the Board of Trustees of the American 
Medical Association, filling the vacancy caused by 
the death of Dr. Warren Furey, Chicago. His term 
of office is through the June 1959 meeting. 

Dr. Ball is currently vice-president of the Ameri- 
can Medical Association. 


Virginia Board of Medical Examiners. 


At the meeting of the Board held on June 14th, the 
following received their license to practice (by ex- 
amination) : 


Mary Lou Combs Abram, Charlottesville 
Charles Hubert Adams, Greensboro, N. C. 
Douglas Eugene Andrews, Richmond 
Recep Ari, Washington, D. C. 

Pofirio Arias, Colony 

Carlos Ray Ayers, Charlottesville 

James Porter Baker, Boston, Mass. 

James McDermott Barnes, Richmond 

Eva L. Satchwell Batman, Richmond 
Henry Maynard Bellamy, Tacoma, Washington 
Jack Kitchener Bentley, Madison Heights 
Larry William Berman, Portsmouth 

Baldo V. Bertocchi, Brooklyn, N. Y. 
Robert Oscar Biern, Charlottesville 

Harry Bjornstad, Newton, Conn. 
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Wilmer Kenneth Blaylock, Durham, N. C. 
Donald B. Bletz, Boston, Mass. 

Donald Curtis Blose, Richmond 

Joseph Thomas Bones, Richmond 

Wayne Douglas Boring, Jr., lowa City, lowa 
Jack Ephraim Botton, Richmond 

Robert Alfonso Capestany, Baltimore, Md. 
Clifford William Caplen, Alexandria 

Carl Bruce Caplinger, Boonton, N. J. 
Jane Triplett Carswell, Richmond 

Melvin Davis Childers, Jr., Roanoke 
Richard Franklin Clark, Hampton 

John William Cline, Winston-Salem, N. C. 
John Cole, Jr., Charlottesville 

Stan Lee Coleman, Baltimore, Md. 

Robert Ellwood Collins, Washington, D. C. 
Manuel Enriquez Comia, Richmond 

Enda Anthony Coogan, Suffolk 

Alfred Bartlett Cramer, III, Richmond 
Christian A. J. Creteur, Hartford, Conn. 
John Armstrong Cross, Jr., Chapel Hill, N. C. 
Donald Snead Daniel, Jr., Baltimore, Md. 
James Ryland Darden, Jr., Richmond 

Jose Arturo de Lamerens, Philadelphia, Pa. 
Luigi Maria De Lucia, New York, N. Y. 
John William Dickerson, lowa City, Iowa 
John Herbert Dilworth, Richmond 
Robert Howe Dodd, Galveston, Texas 
Thomas Edward Donnelly, Roanoke 
Karl-Albert Dresen, Allentown, Pa. 
Frank Humbert Dudley, Roanoke 

Robert Eugene Dye, Keystone, W. Va. 
Porter Burks Echols, Jr., Lynchburg 
Gardner Tyler Edwards, Jr., Franklin 
Arnold Marvin Epstein, Newport News 
Frederick Carlyle Evans, Jr., Richmond 
James Lee Ferrell, Watertown, Mass. 
Thomas Larkin Fieldson, Miami, Fla. 
Rolf Hendrik Fisscher, Staunton 

Albert Andrew Fratrick, Roanoke 
Bernard William Freund, Jr., Winston-Salem, N. C. 
Joachim Hans Fritsch, Columbus, Ohio 
Kaspar Fuchs, Charlottesville 

Richard Ludwig Funk, Petersburg 
Edward Elias Gahres, Arlington 

James Vincent Gallagher, Springfield 
Joseph Michael Gardner, Roanoke 

Roland Gravatt Garrett, Jr., Richmond 
Harry Gazelle, Cleveland, Ohio 

Ottavio Gelmi, Washington, D. C. 
Joachim Dieter Geratz, Chapel Hill, N. C. 
Gerald Alan Gildersleeve, Boston, Mass. 
Kenneth Arnold Gill, Jr., Portsmouth 
Thomas Robert Glasco, Charlottesville 
Rafael Manuel Gonzalez, Long Island City, N. Y. 
Ambler Ray Goodwin, Detroit, Mich. 
Arthur Gaillard Gower, III, Vienna 
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Patrick Grosvenor Graham, St. Louis, Mo. 
Patrick Bruce McNeil Gray, Philadelphia, Pa. 
William Easley Hale, Aldan, Pa. 

Robert Batson Hall, Charlottesville 

William Joseph Hancock, Charlottesville 
George Russell Hanna, Charlottesville 

Andrew Wilmer Haraway, Jr., Galveston, Texas 
James William Harding, Washington, D. C. 
Ferdinand Baldwin Harrington, Jr., Atlanta, Ga. 
Edwin James Harvie, Jr., Kansas City, Mo. 
James Chas. Frederick Healey, Harding, Mass. 
Stephen Alexander Hegedus, Perry Point, Md. 
Walter Jackson Helm, Rochester, Minn. 
Edmond Reginald Henelt, Denver, Colo. 
Grahame Frederick Henson, Charlottesville 
Edwin Beaumond Hodge, Jr., Winston-Salem, N. C. 
Harry Franklin Hoke, Jr., Winston-Salem, N. C. 
Hannibal Eldredge Howell, Holland 

Claude Kavilla Hylton, Winchester 

James Moir Hylton, Hillsville 

Charles Leon Jennings, Jr., Norfolk 

Charles Douglas Johnson, Ewing 

Demetrius G. Kallinteris, Chicago, III. 
Friedrich K. Kammerling, Glen Allen 

Alvin Monnie Kanter, Hampton 

Farid Karam, Tampa, Fla. 

Herbert Myron Kauffman, Jr., Cleveland, Ohio 
Anthony Kavas, Brooklyn, N. Y. 

Donald John Kenneweg, Charlottesville 
Mansho Tolaram Khilnani, New York City 
Kuang Shim Kim, Dorchester, Mass. 

James Peter King, Jr., Kansas City, Kan. 
Ronald Bruce Kledzik, Charlottesville 

Ursula Natalia Klein, Hanover 

Byron Phillip Kocen, Richmond 

Emmanuel Konstantinidis, New York City 
Thaddeus Lewis Kostrubala, Charlottesville 
Andrew Lee Lawrence, Jr., Macon, Ga. 

James Wellford Lecky, Seattle, Wash. 

Harvey Daniel Lewis, Jr., Kansas City, Mo. 
David Lee Litchfield, Richmond 

Austin S. Litvak, Charlottesville 

Albert Harrison Luck, Danville 

Mary G. Del Torto Ludwig, Kansas City, Kan. 
Paul Edward Ludwig, Kansas City, Kan. 

Silvia Luik, Williamsburg 

Clabe Webster Lynn, Jr., Petersburg 

Robt. Archibald A. Mackintosh, Petersburg 
Norman Dallas MacRorie, Petersburg 

Richard Dunn Marks, Jr., Denver, Colo. 
Barringer Duncan Marshall, Jr., Chapel Hill, N. C. 
Rashid A. Massumi, New Haven, Conn. 

Jehn Addison Mathews, Roanoke 

James McKay, Morganton, N. C. 

Viktorija Mickans, New York City 

John Milton Miller, Jr., Va. Beach 

Harry Lynn Moore, Jr., Springfield, Ohio 
Orhan Muren, Richmond 

Marion Julian Murray, Jr., Richmond 

Hideo Oshiro, Chicago, III. 

David Edward Page, Albuquerque, New Mex. 
Antonio Palmieri, Arlington 
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Christos Andreas Papalekas, Evergreen Park, Ill. 
John Joy Payette, Jr., Winchester 

William Fennell Peach, Jr., Richmond 
William Bryan Pollard, Jr., Charlottesville 
Irvin Leonard Posner, Baltimore, Md. 
Franz Pschibul, Jersey City, N. J. 

Jesse Davis Robertson, Richmond 

Frederick Daniel Robinson, Charlottesville 
Norman M. Rosenbaum, Norfolk 

Manuel Ross, Clifton Forge : 
Jorge Ruiz-Rangel, Brooklyn, N. Y. 

Yutaka Sakurai, New York City 

Kemper Davis Sarratt, Jr., Richmond 
Alfred Morton Schulwolf, Boston, Mass. 
Robert Bradley Scott, New York City 
George Pete Scouras, Charlottesville 

Robt. Francis Selden, Jr., Charlottesville 
Charles Isaac Sheaffer, Cleveland, Ohio 
Don Franklin Shreve, Asheville, N. C. 

Owen Clay Shull, Richmond 

Gladstone Edward Smith, Jr., Roanoke 
Edwin Marvin Sokol, New York City 
William D. Stallings, Kansas City, Kan. 
David Deaderick Stone, Bristol, Tenn. 
Heinz Jorg Strasser, Harlan, Ky. 

William Earl Strole, Jr., Boston, Mass. 
Arnold Franklin Strother, Richmond 

Jonas Coleman Strouth, Richmond 

Edward Armistead Talman, Richmond 
Richard Dean Tester, Roanoke 

Kenneth Douglas Tuck, Parma, Ohio 
Rudolf Jakob Utzschneider, Worcester, Mass. 
Harmen Van Der Woude, Norfolk 

Rufus Oscar Van Dyke, Jr., Richmond 

Jose M. Vilallonga, Falls Church 

Fred Arps Vinson, Jr., Norfolk 

Karl Kenneth Wallace, Jr., Sandston 

Peter Roderick Walsh, Ottawa, Ont., Canada 
Joseph Paul Wampler, Richmond 
Chun-heng Herbert Wang, Philadelphia, Pa. 
Rose Kuan Wang, Youngstown, Ohio 

Harry Hudnall Ware, III, Richmond 
Charles Oscar Watlington, San Francisco, Calif. 
Stuart Harold Wax, Rochester, N. Y. 

Jock Rodgers Wheeler, Richmond 

David Wesley White, Norfolk 

James Franklin White, Jr., Baltimore, Md. 
Isaac Sommers White, Bloxom 

Wm. Westwood Whitehurst, Richmond 
Vivian Myrtle Wilkerson, Highland Springs 
Edward Croft Wilson, Richmond 

Thomas Epps Wilson, III, Charlottesville 
Robt. Woodside Woodhouse, III, Va. Beach 
Benjamin H. Word, Jr., Charlottesville 
Willis Forrest Wunder, Lackland A.F. Base, Fla. 
Wm. Pharo Wiltsee Young, Roanoke 

Alvin Martin Zfass, New York City 


The following were licensed by endorsement of 
credentials : 


Edward Lee Alexander, Jr., Newport News 
Joseph Boyd Anderson, Pittsburgh, Pa. 
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Dewey James Bailey, Jr., Charlottesville 
Martin Fred Bain, Arlington 

William George Ballinger, Tarrytown, N. Y. 
Lucian Bauman, Arlington 

Leonard Stanley Berman, Falls Church 
William Francis Bernart, Nassawadox 
Albert Joseph Bisese, Falls Church 

John Woodie Boone, Jr., Roanoke Rapids, N. C. 
Anna Jane Albertson Bucur, Arlington 
Samuel Burtoff, Washington, D. C. 
Baxter Hayes Byerly, Danville 

Robert Evans Campbell, Bristol 

Burr Noland Carter, II, Richmond 
Robert Thomas Cutting, Fairfax 

Donald Fales Davis, Williamsburg 
Walter David DeVault, Jr., Charlottesville 
Charles Marion Earley, Jr., W. Palm Beach, Fla. 
Richard Harrison Egdahl, Richmond 
George Jenkins Fleury, Jr.. McLean 
Mortimer James Folston, Leesburg 
Bewley Douglas Frierson, Williamsburg 
Edwin Hayes Bakala, Richmond 
Thomas Griffin Hardy, Jr., Roanoke 
Ellis Umberger Harr, Bristol, Tenn. 
James Phillip Hartley, Washington, D. C. 
Warren Vincent Huber, Colony 

Francis Joseph Januszeski, Richmond 
William Stone Jordan, Jr., Charlottesville 
Elvis Jeff Justis, Jr., Wise 

William Dean Keck, Radford 

Milton Homer Kibbe, Colony 

Harry Jay Kicherer, Silver Spring, Md. 
Dorothy Anna Leake, Winchester 

Leon R. Levitsky, Alexandria 

James Beaton Littlefield, Charlottesville 
John Francis Lynch, Falls Church 
Franklin Bowman McKechnie, Richmond 
John Peter Mandanis, Arlington 

Alvin Margolius, Jr., Norfolk 

William Watkins Martin, Jr., Richmond 
John Patrick McDade, Franconia 

Albert John Miele, Norfolk 

John Dollar Paul, Jr., Honey Brook, Pa. 
Edwin Lee Pierce, Richmond 

Julius Samuel Piver, Alexandria 
Douglas Fuller Powers, Bristol 

Robert Lou Regan, Fairfax 

Margaret A. Ribble, Williamsburg 
Charles Lembo Rickerich, Arlington 


Melvin Wesley Sandmeyar, Jr., Silver Spring, Md. 


Marvin Qua Sanner, Alexandria 
Joseph Bart Sheffery, Washington, D. C. 
Walton Eugene Stevens, Charlottesville 
Ian Pretyman Stevenson, Charlottesville 
Octavia Reynolds Stevensoa, Crozet 
Robert Ellsworth Stout, Hampton 
Richard Thomson Van Orden, Arlington 
Charles M. Weber, Rockville, Md. 
James Phillip Westmoreland, Norfolk 
Lindley Murray Winston, Jr., Altavista 
Doris Jane Woodward, Leesburg 
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In the list.of physicians licensed by the Board: at 
the December 1957 meeting, the name of Dr. Julius 
L. Schwartz, Brooklyn, New York, was omitted due 
to a clerical error. 


Dr. Austin Smith Resigns. : 

Dr. Austin Smith, editor of the Journal of the 
American Medical Association, has resigned effective 
December 15th. He has served as editor since 1949. 
Dr. J. F. Hammond, associate editor, will take over 
the duties of editor. 


Southern Medical Association. 


At the annual meeting of the Association, held 
in New Orleans, November 3-6, Dr. Milford O. 
Rouse, Dallas, was installed as president. He suc- 
ceeded Dr. W. Kelly West, Oklahoma City. Dr. 
Edwin Hugh Lawson, New Orleans, was named 
president-elect. 

There was an attendance exceeding 6000 persons, 
with 3581 physicians. This was the largest meeting 
in the history of the Association. 

Dr. Donald S. Daniel, Richmond, is Councilor 
of the Association. Other Virginia doctors serving 
as section officers are: Dr. Malcolm H. Harris, vice- 
chairman of the Section on General Practice; Dr. 
William D. Suggs, Richmond, secretary of the Sec- 
tion on Gynecology; Dr. G. S. Fitz-Hugh, Char- 
lottesville, chairman of the Section on Ophthalmology 
and Otolaryngology; Dr. McLemore Birdsong, Char- 
lottesville, chairman of the Section on Pediatrics; 
Dr. Herbert W. Park, Richmond, chairman of the 
Section on Physical Medicine and Rehabilitation; 
and Dr. Guy W. Horsley, Richmond, vice-chairman 
of the Section on Surgery. 

Mrs. Kalford W. Howard, Portsmouth, was elected 
first vice-president of the Woman’s Auxiliary. 


Dr. Bohannon Honored. 


Dr. Alvah P. Bohannon, Virgilina, is being hon- 
ored by his fellow townsmen in January. He will 
be guest of honor at a dinner by the Ruritan Club. 
Dr. Bohannon has spent fifty-two years in practice 
in this area and still works 12 to 14 hours a day at 
his practice and running the town’s only drug store. 


Dr. Sutherland “Surprised”. 


Dr. Tivis Colley Sutherland, Haysi, Virginia’s 
General Practitioner of the Year, was invited to the 
Haysi High School gymnasium on November 24th 
to hear the school band present its first public con- 
cert. He was surprised with a “This is Your Life” 
program, followed by a testimonial dinner. More 
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than 800 people turned out to pay homage to “Doc 
Tiv” who has practiced among them since 1908. 


Portrait Presented. 


The portrait of Dr. Cullen Pitt was presented to 
the University of Richmond at Homecoming on No- 
vember 1st. The presentation was made on behalf 
of the alumni and alumnae and other friends by 
Representative J. Vaughan Gary. Dr. Pitt recently 
retired as University physician after 44 years of 
service. 


Dr. Herbert W. Park, III, 


Professor of physician medicine and rehabilitation 
of the Medical College of Virginia, served as moder- 
ator of a panel on neck injuries at the Mid-Atlantic 
regional meeting of the International College of 
Surgeons held at Hot Springs in November. 

Other Virginia speakers at the meeting were Dr. 
Charles J. Frankel, Charlottesville, and Dr. Francis 
H. McGovern, Danville. 


Dr. Robert E. McAlpine 


Has been elected president of the Norfolk Unit, 
American Cancer Society. Dr. William C. Andrews 
has been named treasurer. 


Dr. William T. Sanger, 


Richmond, has been re-elected to the executive 
committee of the National Society for Crippled Chil- 
dren and Adults. He will continue as president 
emeritus of the Society and as chairman of the Easter 
Seal Research Foundation board of trustees. 


Dr. Richard P. Bell, Jr., 


Has been elected President of the Staunton Ki- 
wanis Club. 
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Dr. Philip Jacobson, 


Petersburg, was guest speaker at the annual meet- 
ing of the Michigan Academy of General Practice in 
Detroit. His topic was The Theory and Therapy 
of Spontaneous Hemorrhage. 


Seaboard Medical Association. 


Dr. Charles E. Horton, Norfolk, was elected pres- 
ident of this Association at its annual meeting held 
in Elizabeth City, N. C., the first of December. He 
succeeds Dr. L. E. Sawyer of Elizabeth City. Vice 
presidents elected are Drs. John McCain, Wilson, 
N. C., T. A. Martin, Franklin, E. H. North, Eliza- 
beth City, and Robert L. Payne, Jr., Norfolk. Dr. 
Clark Rodman, Washington, N. C., was re-elected 
secretary-treasurer. 


Lynchburg General Hospital Staff. 


Dr. C. S. King has been elected chief of staff of 
the Lynchburg General Hospital. Dr. Joseph Platt 
is chief of surgical services; Dr. Charles Whitmore, 
chief of medical services; Dr. F. N. Buck, Jr., vice 
chief of staff; and Dr. Powell Dillard, Jr., secretary. 


For Sale. 


B3002A G. E. Vertical Fluoroscope, with 10 MA 
unit and XPT tube, type B-2 screen, 8 years old, 
original owner, regular G. E. maintenance. Sold new 
$1,500.00. Price $650.00 F.O.B. Roanoke, Virginia. 
Write #425, care the Virginia Medical Monthly, 4205 
Dover Road, Richmond, 21. (Adv.) 


For Sale. 


Set of autopsy instruments. Calvarium clamp 
never used, electric saw, assorted knives, scissors, 
forceps, clamps, etc., large needles and other assorted 
articles. All in perfect condition, some new. Price 
$50.00. Write #575, care the Monthly, 4205 Dover 
Road, Richmond 21. (Adv.) 
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Obituaries .... 


Dr. Robert Milton Taliaferro, 

Prominent Lynchburg physician, died November 
26th after a long illness. He was born in Amherst 
County in 1874 and graduated from the Medical 
College of Virginia in 1897. Dr. Taliaferro had 
practiced in Lynchburg since 1901. He “was known 
for his charities and beneficences exercised especially 
through his professional services.” He was an ex- 
aminer for several insurance companies and retired 
from active practice in 1953. Dr. Taliaferro was a 
Mason and a member of the Lynchburg Rotary Club. 
He was a Life Member of The Medical Society of 
Virginia, having joined in 1898. 

Dr. Taliaferro is survived by a daughter, a sister, 
and three grandchildren. 


Dr. Benjamin Watkins Rawles, Sr., 

Well-known physician of Richmond, died Novem- 
ber 26th after an illness of several weeks. He was 
a native of Nansemond County and a graduate of the 
Medical College of Virginia in 1897. Dr. Rawles 
had practiced in Richmond since his graduation and 
was in active practice until his final illness. He was 
for many years professor of principles of surgery at 
the former University College of Medicine and later 
at the Medical College of Virginia. Dr. Rawles was 
a Mason, a member of the Sons of American Revolu- 
tion and of the Scottish Rite. He was a Life Member 
of the Medical Society of Virginia, having joined in 
1899. 

Dr. Rawles is survived by his wife, four sons and 
a daughter. One son is Dr. Benjamin W. Rawles, Jr. 


Dr. Lewis Clay Haley, 

Prominent Henry County physician, died at his 
home in Axton on November 17th efter a long ill- 
ness. He was eighty-nine years of age and graduated 
from the Medical College of Virginia in 1910. Dr. 
Haley had practiced in Henry County since his 
graduation and until his retirement because of ill 
health ten years ago. He was a member of The 
Medical Society of Virginia. 

Mrs. Haley survived Dr. Haley by a week. They 
are survived by a son and three daughters. 


Dr. Linwood Farley, 

Director of public health for the counties of Charles 
City, James City, New Kent and York, and the City 
of Williamsburg, died November 18th after an ill- 
ness of several months. He was fifty-eight years of 
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age and a graduate of the Medical College of Vir- 
ginia in 1928. Dr. Farley came to Williamsburg in 
1947 from Augusta County. At the time of his 
death, he was president of the James City-Williams- 
burg Medical Society. He had been a member of 
The Medical Society of Virginia for twenty-eight 
years. 
Dr. Farley is survived by his wife and a son. 


Dr. George Lee Fosque, 


Prominent Eastern Shore physician, died at his 
home in Onancock, November 29th. He has been in 
failing health for some weeks. Dr. Fosque was 
eighty-one years of age and a graduate of Jefferson 
Medical College in 1901. He had practiced in Onan- 
cock since his graduation. Dr. Fosque was an hon- 
orary member of Jewel Chapter Royal Arch Masons, 
one of the two receiving this honor during the past 
fifty-two years. He was a Life Member of The 
Medical Society of Virginia. 

His wife, a son and two grandsons survive him. 


Dr. Hillman. 


On June 23, 1958, death terminated the active 
career of Dr. R. L. Hillman. Our Society lost a 
highly esteemed and respected member. Washington 
County lost a valuable citizen and a greatly loved 
and able physician. 

To us, his colleagues, who knew him intimately 
and were associated with him in the practice of his 
art, rigid formal resolutions would fail to express 
our sense of loss—to us personally, to our profession: 
and to our community. a 

The active career of R. L. Hillman has ceased, 
yet his ability in the field of general medicine, his 
high ideals of practice, his unselfish service to his 
fellow man which centinued in spite of grave illness, 
the prognosis of which he knew clearly, should serve 
as a stimulus to those who follow in his footsteps and 
add still more worth to his active career. 

While these words are as inadequate tribute to the 
life of service lived by Dr. R. L. Hillman, neverthe- 
less we desire a copy recorded in the minutes of the 
Washington County Medical Society and a copy 
mailed: to the family of our deceased colleague. 


Harry M. Hayter, M.D. 
P. S. Smirn, M.D. 
Resolution Committee 
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In 
smooth 
muscle 
spasm... 


controls 
stress 


relieves 
distress 


Pro-Banthine with Dartal 


Pro-Banthine— 

unexcelled for relief of cholinergic spasm— 
has been combined with 

Dartal— 


new, well-tolerated agent for stabilizing emotions— 


to provide you with 
Pro-Banthine with Dartal— 


Specific Clinical Applications: Functional gastroin- 
testinal disturbances, pylorospasm, peptic ulcer, gas- 
tritis, spastic colon (irritable bowel), biliary dyskinesia. 
Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets containing 15 mg. 
of Pro-Banthine (brand of propantheline bromide) 


for more specific control of functional gastrointestinal and 5 mg, of Dartal (brand of Gispenpanete Ghydro- 
disorders, especially those aggravated by emotional Chloride). G. D. Searle & Co., Chicago 80, Illinois, 


tension. 
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RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


Gill Memorial Eye, Ear and Throat Hospital 


Announces to the Profession 


THIRTY-SECOND ANNUAL SPRING CONGRESS 


OPHTHALMOLOGY AND OTOLARYNGOLOGY 
April 6 through April 11, 1959 


GUEST SPEAKERS 


Joseru P. Atkins, Philadelphia, Pa. 
Watter S. Atkinson, M.D._--- Watertown, N.Y. 
KENNETH D. Bartey, M.D._.---- Fairmont, W. Va. 


Rear ApMrrRAL Bruce E. BRADLEY 


Washington, D.C. 


F. Wittson Daty, Roanoke, Va. 
Wrnopsor S. Davies, M.D._------.-- Detroit, Mich. 
jar Davis, New York, N.Y. 


Francis P. Furcruete, M.D._--- Philadelphia, Pa. 
Irwin A. GinsBerG, M.D.----- Buffalo, New York 
Bayarp T. Horton, M.D._------ Rochester, Minn. 


WENDELL L. Hucues, M.D.-_----- Hempstead, N.Y. 
Journ Kune, Washington, D.C. 
Georce T. Nacer, M.D._----------- Baltimore, Md. 
Rosin M. Ranxow, New York, N.Y. 
KENNETH L, Roper, Chicago, 
A. D. RuepeMANN, M.D._--------- Detroit, Mich. 
A. Sacre, Indianapolis, Ind. 
G. Wattner, New York, N.Y. 
Encar N. Weaver, Roanoke, Va. 


Watter L. WINKENWERDER, M.D.-_-Baltimore, Md. 


For further information write: 


Superintendent, P.O. Box 1789 


Roanoke, Virginia 
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Medicine: 
Manrrep Catt, III, M.D. 
M. Morris Pinckney, M.D. 
ALEXANDER G. Brown, III, M.D. 
Joun D, Catt, M.D. 
B. BLaAntTon, Jr., M.D. 
FrANK M. Bianton, M.D. 
Joun W. Powe tt, M.D. 


Obstetrics and Gynecology: 
Wma. Durwoop Succes, M.D. 
Spotswoop Rosins, M.D. 
Davin C. Forrest, M.D. 

Orthopedics: 

Bevertey B, Crary, M.D. 
James B. Datton, Jr., M.D. 

Pediatrics: 

CuHarLes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 

Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 

Anesthesiology: 

B. Moncure, M.D. 
HetH Owen, jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
Cuartes R. Rosrns, Jr., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricuarp A. Micnaux, M.D. 
CaRRINGTON WILLIAMS, JR., M.D. 
ARMISTEAD M. M.D. 


Urological Surgery: 

FRANK Pore, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jacxson, M.D. 
Roentgenology and Radiology: 

Frep M. Honces, M.D. 

L. O. Sneap, M.D. 

Hunter B. Friscuxkorn, Jr., M.D. 

C. Barr, M.D. 
Pathology: 

James B. Roperts, M.D. 
Physiotherapy: 

Miss EtHeteen DALTON 
Director: 

Cuartes C, HoucH 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine General Surgery 


Obstetrics 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
gg P. LYNCH, M.D. 

H. HARRIS, JR., 
JOHN B. CATLETT, 
ROBERT W. BEDINGER, “M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


WEBSTER P. BARNES, M.D. W. HUGHES EVANS, M.D. 
JOHN H. REED, JR., M.D. W. H. COX, M.D. 
JOHN ROBERT MASSIE, JR., M.D. 
JOSEPH W. COXE III, M.D. 
Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 


Urology 


tig I. DODSON, M.D. 
- NELSON, M.D. 
AUSTIN. L DODSON, JR., M.D. 


Ophthalmology, Otolaryngology Pediatrics 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 
Free Parking for Patrons 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 


JESSE N. CLORE, JR., M.D. 
STUART J. EISENBERG, M.D. 


Pathology 


J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., 


WILLIAM B. M.D. 
BEVERLY JONES, 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsey, M.D. Douctas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 
Austin I. Dopson, Jr., M.D. ELMER S. RoBerTson, M.D. 
Urology James T. Gianoutis, M.D. Internal Medicine . 
G 1S dG I 
J. Epwarp Hitt, M.D. T. E. STANLEY, M.D. p 
Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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EsTABLISHED 1916 


Asheville, North Carolina 


Appalachian Hall 


An Iinstitunon for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


- Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 


Wm. Ray GrirFFin, JR., M.D. 
Kosert A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsnHevitte, N. C. 


Mark A. GrirFin, Sr., M.D. 
Mark A. GriFFIN, Jr., M.D. 


MEDICINE IN VIRGINIA 
17th, 18th and 19th Centuries 


Reduced Price to Members of 
The Medical Society cf Virginia 


3 Volumes for $5.75 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
P.O. Box 5085 Richmond 20, Va. 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Richmond 
Hotel, Richmond, Virginia, June 17, 1959. The 
examinations will be held in the Gray’s Armory, 
June 18-20, inclusive. All applications and other 
documents pertaining to the examinations or 
to matters to be discussed by the Board must be 
on file in the Secretary’s office on or before May 
27, 1959. The Secretary of the Board is Dr. K. 
D. Graves, 631 First Street, S. W., Roanoke, 
Virgina. 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 


available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Siaff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 


atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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STEARATE (ERYTHROMYCIN STEARATE, ASBOTT) 


AFTER SIX YEARS, A SAFETY RECORD UNMATCHED IN 
SYSTEMIC ANTIBIOTIC THERAPY—PLUS REMARKABLE 
EFFECTIVENESS AGAINST THE COCCI 


Actually, after all this time, there has not been a single, serious reaction to 
ERYTHROCIN. Also, the problem of resistance has remained unusually low. 

You'll find EryrHRocin highly effective against most coccal organisms. 
And it may well be the tool to counteract coccal complications following 
viral attacks. 

Usual adult dose is 250 mg. four times daily. Dosage for children may be 
reduced in proportion to body weight. ERYTHROCIN comes in Filmtabs® (100 
and 250 mg.), bottles of 25 and 100. Also available in tasty, () f e ) ) 
cinnamon-fiavored oral suspension; comes in 75-ec. bottles. 


@ TASLETS, ABBOTT) PAT. APPLIED FOR. 


1988, ABBOTT LABORATORIES, NORTH CHICAGO, 


SAFETY 


IN ANTIBIOTIC TRERAPY 
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© “Understanding Care” @ 


* Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED *° CHRONICALLY ILL * INVALIDS * CONVALESCENTS 
Health 


Approved Each Guest Under Care of His Own Doctor. ae 


24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 
52 Bed Nursing Home. Registered, grad- baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-211] for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Write or Phone 


Bernard Marion, Adm. TERRACE HILL NURSING HOME 22, 


Richmond 22, Va. 


@ Kidde ATMO Fire Detection System Equippede 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE §S. FULTZ, JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 
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MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 


sy 


ESS SSS 
SES 
STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. James K. Morrow, M.D. William D. Keck, M.D. 


Clinical Director Clara K. Dickinson, M.D. J. William Giesen, M.D. 
Internist (Consultant) 


‘ AFFILIATED CLINICS 
linical Psych 
25 Bland St., Bluefield, W. Va. reery St. 
Artie L. Sturgeon, Ph.D. David M. Wayne, M.D. Beckley, W. Va. 
W. E. Wilkinson, M.D. 


Don Phillips, Administrator 
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A private psychiatric hospital em- ANDERSON, 


REX BLANKINSHIP, M.D., Medical Director 
g JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational CORTES, 


and recreational therapy—for nervous 
; PY CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 
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CHRONIC 
BRONCHITIS 
Of 


INFECTIOUS 
DERMATITIS ? 


“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
.. far excelled... results with the many 
measures usually advocated.” 
pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 
For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. For th 
P 
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ACCELERATE THE eater e effectis 

In each 

RECOVERY 
Sodium 


PROCESS WITH Sudsing 


nonalkaline 

AR | AS nonirritating, New York 18, N.Y. 

¥ hypoallergenic. 

7 = — Contains 
STREPTOKINASE-STREPTODORNASE LEDERU hexachlorophene. 

Sees U.S. Pat. Off 

" LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ...... 0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate ..........0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
50.0 mg. 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage. . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 

In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium Salicylate 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA * Ethical Pharmaceuticals of Merit since 1878 
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Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 


combination of Phenaphen, plus an anti- Phenacetin (3 gr.). . . « 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (4 gr.) . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 

plus 

Prophenpyridamine Maleate . . 12.5 mg. 

Available on prescription only. 7-77 Phenylephrine Hydrochloride . 10.0 mg. 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


‘Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street ~ RICHMOND, VIRGINIA 
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mo HER concepts 


of 


cleansing 
have 
changed... 


Today she would prefer 
TRICHOTINE® 


for her most personal cleansing 


THE FESLER COMPANY, INC. © 375 Fairfield Ave., Stamford, Conn. 


Health 


PUR THe 


American Medical \ssociation 


A Good Buy in 
Dublic Relations 


%¥ Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


_ Give your subscription order to a member of 


who can give you Special Reduced Rates. 
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The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 
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Of special 
significance 
to the 
physician 
is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and quality. 


When the physician writes “DR* 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablec 

is dispensed to his patient, 


Rx Tablets Quinidine Sulfarcé Natural 
0.2 Gram (or 3 grams) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE LECERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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YOUR concepts of 
cleansing have 


changed... 


Detergents are the modern, efficient way of 
cleansing. They provide greater surface activity 
and assure effective penetration. 

Trichotine is the modern detergent vaginal 
douche. Unlike vinegar or low pH douches, 
Trichotine cuts through viscid leukorrheal dis- 
charge and allows complete penetration of its 
healing and soothing ingredients. Trichotine is 
bactericidal and promotes epithelization. It 
offers quick relief from pruritus, and its re- 
freshing, soothing action is reassuring even to 
your most fastidious patients. 


in vaginitis—vulvovaginitis—cervicitis—pruritus vulvae— 
postcoital and postmenstrual hygienic irrigation 


TRICHOTINE’ 


write for samples and literature to THE FESLER COMPANY, INC. * 375 Fairfield Ave., Stamford, Conn. 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By B. BLanTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 


in 
Richmond 


Member Federal Deposit Insurance Cora. 
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On the contrary, the problem here in Kabul is 
not enough food! 


Fighting hunger in places like Kabul is just 
one task of the UN’s 19 Specialized agencies 
and international organizations. Elsewhere, 


UN teams combat floods, wage war against 


disease, fight illiteracy. 
In these practical ways, the UN brings new 
hope and happiness into the lives of peoples 


less fortunate than we are—at the same time 

] cuts down the discontent that could easily 
erupt into another war. 

Your good will, understanding and support 

are the best guarantees of (JN success. For the 

free pamphlet, “The UN in Action,” address: 


United States Committee for the United Na- 
tions, Box 1958, Washington 13, D.C. 
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UNITED STATES COMMITTEE FOR THE UNITED NATIONS, BOX 1958, WASHINGTON 13, D.C. 
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Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 
through vomiting 


or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin 
protective quantities of 
potassium, in a palatable and 
readily assimilated form. 
Debilitating 

gastrointestinal 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE 


*Reg. U.S. Pat. Off 


i 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 
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Fensibe advit fet or: 
capsuias 3 or 4 a day. 
Ki 
far tke oetmert of medacately infec: 
{ons ® stants children, 
mendes dosage is te 
26 of body weight per dey, adatinistired 
in 2 4 equal doses. 
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investigator 
after investigator reports tthe « 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4 effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


CHIOROTHIAZIDE 


(750 mg/day) 


in “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME oivision ot merck & tNc,, Philadelphia 1, Pa. 
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¢CHLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL'. ‘oiurit' is given in a dosage range of from 250 = 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., "INVERSINE") this should be continued, but the total 


daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' ¢chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co., Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL' 
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ACHROMYCIN Tetracycline ACHROMYCIN V Tetracycline with Citric Acid Lederle 


the most 


widely used 
useful... 


antibiotic 


ACHROMYCIN: Capsules + Ear Solution 0.5% + Intramuscular - Intravenous - Nasa! Suspension with Hydrocortisone and Phenylpherine 
Ointment 3% - Ointment 3% with Hydrocortisone 2% « Ophthalmic Oil Suspension 1% + Ophthalmic Ointment 1% - Ophthalmic Ointment 
1% with Hydrocortisone 1.5% + Ophthalmic Powder (Sterilized) - Oral Suspension - Pediatric Drops - PHARYNGETS® TROCHES 
Soluble Tablets - SPERSOIDS® Dispersible Powder - Surgical Powder (Sterilized) » Syrup + Tablets + Topical Spray + Troches 


*Reg. U. 8. Pat. Off. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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designed to be equally effective as both | TRAI 
a MUSCLE RELAXANT — 
a TRANOUILIZER 


the first true*TRANQUILAXANT”™* 


offering new freedom for your patients... from muscle spasm, 


from tension and anxiety, from side effects oe ee 


{ <L. tranquillus, quiet; L. laxare, to 
loosen, as the muscles] 


EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY (tichtman) 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective when 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number of 
tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 


GooD 
FAIR 
POOR 


GooD 
FAIR 
POOR 


EXCELLENT 


38 (23%) 


12 (19%) 


100 (14%) 
B21 (17%) 


60 (9%) 
17 (11%) 


EXCELLENT 
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30 (13%) 
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TRANCOPAL...the first true “tranquilaxant™ 


Both a muscle relaxant and a calmative agent. 


In musculoskeletal disorders, 91 per cent effective. 


In anxiety and tension states, 93 per cent effective. 


Lower incidence of side effects than with zoxazolamine, 
methocarbamol or meprobamdate. 


No known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes unaffected 
by therapeutic dosage. No effects on hematopoietic 
system or liver and kidney function. 


Low toxicity. In animals, even less toxic than aspirin. 


No gastric irritation. Can be taken before meals. 


No clouding of consciousness, no euphoria or 
depression. 


No perceptible soporific effect, even in high dosage. 


EXCELLENT 


43% 


PROVEME 
4% 


**Cooperative Study, Department of Medical Research, Winthrop Laboratories. 
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A clinical comparison in low back pain, torticollis, 


Compare Trancopa! with 3 widely 
used central relaxants 


FOR ACTIVITY 


TRANCOP AL 

Loxa: nin = 500 mg. 


Dose 


Some os above, tid 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


FOR SAFETY 


Sofety Rot 


TRANOOP 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the in mice/usua!l human dose. 


FOR CLINICAL EFFECTIVENESS 


bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
tients received ali four drugs in random rotation 
for several days. While each of the four drugs 
gave some relief, only the one providing the most 
effective relief was recorded. 


TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 


spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 treated. 
... In 120 patients with simple anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 


to resume their usual occupations.” 
(Lichtman) 


“The effect of this preparation in these cases [skeletal muscle 
spasm] was excellent and prompt .. .” 


Trancopal “. .. was effective in relieving the symptoms of 
anxiety ... [with a] profile of pharmacologic actions 


similar to meprobamate . .” 
(Mullin and Epifano) 


“We have just started using it [Trancopal] for relaxing spastic 


musculature and are very much encouraged.” 
(Baker) 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


(| Laboratories New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, 1958. + Cahen, A. 1.: in preparati +c tin 


Study, Department of Medical Research, Winthrop Laboratories. * Gesler, R. M., and Coulston, F.- 
Toxicol. & Appl. Pharmaco!. To be published. Gesier, R. M., and Surrey, A. R.: J. Phermacol. & Expe' 
Therap. 122:24A, Jan., 1958. + Gesier, R. M., and Surrey, A, Riz J. Pharmacol. & Exper. Therap. 
122:517, April, 1958. Lichtman, A, L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct.. 1958. + Mullin, 
W. G., and Epifano, Leonard: To be published. + Surrey, A. R.; Webb, W. G., and Gesier, R. M.° 
J. Am. Chem. Soc. 80:3469, July 5, 1958. ; 


Printed in U.S. A. 11-58 (39284) 


| 
| 
: | 
| 
fe Mumen Dose 
| 
| 
4 
nel 
} 
| 
} Low back 
(lumbago) erates 
— 
tennis lysis agita! 
Myositis tiple sclerosi: 


re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


“abi ity to decide correctly 
the 


fective in 


Sling ane 
MATARAK appearéd to reduce Hane ont drug for 
anxiety. and restless:ess, 9 


oe in office 


improve Sleep patterns and 
Mae Te child more amenable 
of new 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 me 3-6 years, one tablet t.i.d. : Su : Tablets, bottles 
behavior disorders tabi over 6 years, two tablets t.i.d. ott Syrup, pint bottles. 
Parenteral Solution, 10cc. 
For adult tension 25m one tablet q.i.d. 
ja n, 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets : New York. 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- { 5. Coirault, M., et al Presse 
and emotional Solution cularly, 3-4 times daily, at 2 méd. 64: 2239 (Dec. 36) — 
emergencies 4-hour intervals. Dosage for . 6.Bayart, J.: Presented a 
established. 2 Denmark, July 22-27, 1956. 


Vor. 86, January, 1959 


3 wor Car, oF te 
| > 
Ne : 
| 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
79 
3 


ERLE LABORATORIES DIVISION, AMERICA ‘YAN. 


s tension and controls G. i. traumé 
OYANAMID COMPANY, PEARL RIVER, NEM YC — 


DIRECT FACTORY BRANCHES 


BALTIMORE 
3012 Greenmount Ave. + HOpkins 7-5340 


NORFOLK 
218 Flatiron Bldg. +» MAdison 5-0561 


RICHMOND 
3425 W. Leigh St. + ELgin 9-5059 


iwithout capital outlay 


7 the difference is 


All this for 
one monthly fee 


¢ Enjoy the most modern x-ray facilities . . . 
avoid obsolescence losses 


¢ No surprise “extras” — covers periodic in- 
spection, maintenance, replacement tubes, 
parts 

¥ Freedom to add or replace equipment as 
improvements appear 

G.E. pays for insurance... assumes prob- 
lem of collecting for equipment damage 


¥ G.E, pays local property taxes 


Maxiservice 


rental 


Here’s the perfect answer for a cost-saving 
x-ray installation, easy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up none of your capital . . . eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for tility, convenience, flexibility 
and service, not for just equipment. 

For complete details, contact your G.E. 
X-Ray representative listed below. 


Progress s Our Most Important Product 
GENERAL ELECTRIC 


ROANOKE 
115 Albemarle St., S.E. DIamond 38-6209 


WASHINGTON, D. C. 
806 15th St., N.W. + STerling 3-2546 
RESIDENT REPRESENTATIVE 


LYNCHBURG 
. C. TAYLOR, 2455 Rivermont Ave. + Phone 2-6776 
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‘HCL (125 mg.); phenacetin (120 mg.); caffeine (30 me); 
'mg,); chlorothen citrate (25 mg.). Also as SYRUP, 


eumonitis d evelops as a serious bacterial com ication 
in about one in eight cases of acute upper respiratory — 
infection.” To protect and relieve the “cold” i 
Usual dosage: 2 tablets or teaspoonfuls (equiv. 
| a EDERLE LABORATORIES, A Divisio RICAN’ CYANAMID COMPANY, Peari River, New York =, 


SPONTIN IN SERIOUS 


A Special Report from Abbott 


to the Medical Profession 


on a Year’s Clinical Experience 
with SPONT/N® 


In a Spanish province, a patient lay dying of 
endocarditis. A short wave radio appeal for 
SPONTIN was intercepted by a Baltimore physi- 
cian. The antibiotic was immediately flown to 
this faraway land, and 10 days later—the patient 
had recovered. 

In Chicago, a moribund patient had been 
administered 18 combinations of 10 different 
antibiotics without success. Involved was a hos- 
pital-acquired staphylococcal pneumonia — plus 
complications. SPONTIN was substituted and the 
patient lived. 


A five-week-old infant was critically ill with 


staphylococcal enteritis. Treatment failures in- 
cluded erythromycin and chloramphenicol. Three 
days of SPONTIN saved this life. The list is long 
and impressive and it grows daily. 


Recently, a study! was made of serious and 
resistant staphylococcal infections reported to 
Abbott Laboratories. Many of these cases had 
serious complicating diseases—many were mori- 
bund, or almost so, at the time SPONTIN was 
started. Yet, out of the 160 staphylococcal cases 
studied, 93 were reported cured and 38 improved 
after the administration of SPONTIN. 

Out of the total of 251 patients with severe 
infections caused by gram-positive or mixed or- 
ganisms, 149 were reported cured and 53 others 
improved. And the record for pediatric practice 
was every bit as good. 

Additionally, SPONTIN continues to exhibit ex- 
ceptional bactericidal activity against coccal in- 
fections?. And, according to another stady, 
SPONTIN provides successful short-term therapy 
in endocarditis*. 


(Ristocetin, Abbott) 


Only last October, at the Antibiotics Sym- 
posium in Washington, D. C., a panel of six 
leading antibiotic experts placed SPONTIN 
at the top of all other commercially-available 
antibiotics for treating serious staphylococcal 
infections. Also, six papers—all dealing with the 
effectiveness of ristocetin (SPONTIN®) in treating 
staphylococcal infections—were presented at the 
Symposium. 

One of the most encouraging aspects of the 
year’s literature on SPONTIN is the increasing 
testimony to its safety. As the months have 
passed and cases have accumulated by the hun- 
dreds, it has become apparent that careful atten- 
tion to dosage recommendations has practically 
eliminated toxicity and side effects as serious 
obstacles to therapy. Also, recent improvements 
have been made in the manufacture of SPONTIN; 
the drug is now made from pure crystals. 

A recent report* in the Journal of the Ameri- 
can Medical Association concluded, “It is our 
opinion that, if proper precautions are observed, 
ristocetin is a [well tolerated] and potent agent 
to employ in the treatment of staphylococcal 
infections.” And in another study, after success-_ 
fully treating 28 patients with a variety of 
staphylococcal infections, the authors reported’®, 
“No serious complications were noted.” 

Few more dramatic records have been written 
in such a shortspace of time. SPONTIN has proved 
itself to be a good answer, perhaps the best 
answer at present, to the resistant staphylococcal 
problem — and of real value in other serious 
coctal infections. It may well be your answer 


when you’re confronted 


with a serious infection. 
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Excerpts from 
Reports Read at the 


Antibiotics Symposium 


Spontin In Treating Severe Respiratory Infections 
—‘“In 13 of 20 patients the results were excellent, 
with clinical response being evident within one to 
four days after institution of therapy. In three addi- 
tional patients, there was some degree of improve- 
ment in pneumonic processes superimposed on 
tuberculosis in two cases and on pulmonary neo- 
plasm in one. In all other cases, serious antecedent 
pathology undoubtedly influenced the negative or 
equivocal response to ristocetin therapy.®” 


Spontin In Treating Staphylococcal Infections— After 
successfully treating 28 patients, the authors wrote, 
“Ristocetin or Spontin has proved to be bactericidal 
and bacteriostatic, particularly for the Staphylo- 
coccus aureus, which is often resistant to many 
other antibiotics.5” 


Spontin In Treating Seven Difficult Cases — “Risto- 
- cetin has produced excellent results in eradicating, 
mitigating or preventing infection in seven selected 
difficult cases. Six of the seven cases involved 
Staphylococcus aureus which did not respond to 
chemotherapy with other antibiotics.” 


Spontin Blood Levels In Children —“Ristocetin was 
administered as a single intravenous injection of 
12.5 milligrams per kilogram. This resulted in 
serum levels ranging from 1.3 to 10.6 mcg. after 
two hours with a gradual fall to a level of 0.7 mcg. 
per cubic centimeter or less after 12 hours.*” 


STAPHYLOCOCCAL INFECTIONS 


Spontin In Treating Staphylococcal Pneumonia 
—“Ristocetin was used in the treatment of 24 pa- 
tients with staphylococcal pneumonia, 17 of whom 
had failed to respond to previously administered 
antibiotics. Complete clearing of pneumonitis was 
obtained in 16 patients and significant improvement 
occurred in two others. Two patients died of pneu- 


monia; four others succumbed to other lethal dis- 
eases.®” 


Spontin In Treating Children and Adults — “Risto- 
cetin completely controlled severe staphylococcal 
infections in 11 adults and six children who received 
adequate therapy.!°” 


1. Totals represent published reports and personal communica- 
tions to Abbott Laboratories. 


2. Sixth Annual Symposium on Antibiotics, Washington, D. C., 
Oct. 15, 16, 17, 1958. 


3. Romansky, M. J., and Holmes, R., Successful Short-Term 
Therapy of Enterococcal and Staphylococcal Endocarditis 
with Ristocetin—Seven Patients. Preliminary Report, Anti- 
biotics Annual, 1957-58, p. 187. 


4. J. A. M. A., 167:1584, July 26, 1958. 


a 


. Bush, L. F., et al., The Use of Ristocetin (Spontin) in Staph- 
ylococcal Infections, In Press, Antibiotics Annual, 1958-59. 


6. Billow, F. J., et al., Clinical Observations on Ristocetin—A 
Preliminary Report on its Efficacy and Toxicity in 20 Un- 
selected Severe Respiratory Infections, In Press, Antibiotics 
Annual, 1958-59. 


7. Miller, J. M., et al., Ristocetin in the Treatment of Seven 
Selected Difficult Cases, In Press, Antibiotics Annual, 1958-59. 


8. Asay, L. D., et al., Ristocetin Serum Levels in Children, In 
Press, Antibiotics Annual, 1958-59. 


9. Schumacher, L. R., et al., Experiences with Ristocetin in 
Staphylococcal Pneumonia: Observations in 23 Cases, In 
Press, Antibiotics Annual, 1958-59. 


10. Terry, R. B., Ristocetin in Children and Adults, In Press, 
Antibiotics Annual, 1958-59. 
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diagnosis: hypertension, moderate to severe 


prescribed: RATA pProte 


(Rawwolfia Serpentina and Protoveratrines A & 8 Combined) 


owering fressure is imperative 


gradual tranquilizing and pro- 
nged hypotensive effect combines with faster-acting, 
more potent Profoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
: and without deranging those mechanisms which control 
, blood distribution and which normally prevent postural 
hypotension, 
Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 
of side effects. 


Supplied: in bottles of 100 and 1000 tablets, each containing 50 mg. Rauwolfia 

Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 
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8 prompt, aggressive 
antibiotic action 

ua reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100.’ 
Suspension (125 mg./125,000 u. per 5 ec.) 60 cc. bottles. Pediatric Drops (100 mg./ 100,000 w. per cc.). 10 cc. dropper bottles. 


AF 
Squiss | i Squibb Quality — the Priceless Ingredient 
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Aluscop 


CAPSULES 
ANTICHOLINERGIC + ANTISECRETORY + ANTI-ENZYME + ANTACID 


Aluscop capsules, a unique preparation 
equally as effective as the liquid form, pro- 
vide rapid and prolonged relief of pain, dis- 
comfort and dysfunction in the management 
of peptic ulcer, hyperacidity, gastro-intestinal 
spasm or hyperirritability. 


Aluscop TREATS THE ENTIRE 
DYSPEPTIC SYNDROME 


e Methscopolamine nitrate —the 
most potent antisecretory agent—35 times 
that of atropine sulfate, inhibits gastricacid 
secretion and acts as a “medical splint” 
through its visceral antispasmodic action. 


e Dihydroxy aluminum aminoac- 
etate and magnesium hydroxide 
—two of the most effective antacids—exert 
dual action without constipating effect. 


e Sodium lauryl sulfate—a pepsin in- 
activator—minimizes pepsin erosion and 
further destruction of tissue to hasten 

healing of lesions. 


Composition: 1 tablespoonful (15 cc.) of suspen- 
sion or 2 capsules contain: methscopolamine nitrate 
2.5 mg., dihydroxy aluminum aminoacetate 900 mg., 
magnesium hydroxide 75 mg., and sodium lauryl 
sulfate 40 mg. 

Dosage: 1 tablespoonful or 2 capsules after each 
meal and at bedtime, as required. 


Supplied: Bottles of 100 capsules and 12 oz. of 
suspension. 


Lloyd, Dabney & Westerfield, Inc. 


Cincinnati, Ohio 
Fine Pharmaceuticals Since 1894 
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Specializing in your patients’ 


HOSPITAL, MEDICAL and SURGICAL 


insurance problems makes the local 


AMERICAN HEALTH agent 
a valued ‘doctor's aid 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of — 
claims. He understands the problems of the 
medical profession. 


AMERICAN 
HEALTH 


INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Md. 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74°%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because cf the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

Avctyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


ELECTIVE AND TRAUMATIC 


XYLOCAINE® uci SOLUTION 


(brena of lidocaine*) 


as a local or topical anesthetic 


Xylocaine is routinely fast, profound and well tol- 


erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 
pain-free exploration and longer suturing time. 


ASTRA PHARMACEUTICAL Propucts, INc., WorcESTER 6, MASSACHUSETTS, U. S. A. 


7 warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 


“US. PAT. NO. 2.441.498 MADE IN U.S.A. 


INDEX TO ADVERTISERS 
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Provides Triaminic for more complete 
and more effective relief from nasal and 
paranasal congestion because of systemic 
transport to all respiratory membranes— 
without drawbacks of topical therapy.t 


Provides well-tolerated APAP (N-acetyl-p- 
aminophenol) for prompt and effective 
analgesic and antipyretic action to make 
the patient more comfortable. 


Special “timed release” design 


first—the outer layer dis- 
solves within minutes to 
give 3 to 4 hours of relief 


then —the inner core 
releases its Ingredi- 
ents to sustain relief 
for 3 to 4 more hours 


also available for those patients who prefer 
liquid medication: Tussagesic suspension 


VoLUME 86, JANUARY, 1959 


Now- All cold symptoms 
can be controlled 


Provides Dormethan (brand of dextro- 
methorphan HBr) for non-narcotic anti- 
tussive action on the cough reflex center in 
the medulla—as effective as codeine but 
without codeine’s drawbacks. 


Provides terpin hydrate, classic expector- 
ant to thin inspissated mucus and help the 
patient clear the respiratory passages. 


¥Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 1957. Fabricant, N. D.: E. E. N. T. 
Monthly 37:460 (July) 1958. Farmer, D. 


F.: Clin. Med. 5:1183 (Sept.) 1958. 


Each TUSSAGESIC tablet provides: 
TRIAMINIC® 


(phenylpropanolamine HCl . 
pheniramine maleate . . . 


12.5 mg. 
pyrilamine maleate ... 125mg) 
Dormethan 


(brand of dextromethorphan HBr) 30 mg. 
Terpin hydrate. . . . . . 180mg. 


APAP (N.acetyl-p-aminophenol) . . 325 mg. 


50 mg. 
+ 25 mg. 


Dosage: One tablet in the morning, midafter- 
noon and in the evening, if needed. 


*Contains TRIAMINIC to running noses and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company ¢ Lincoln, Nebraska * Peterborough, Canada 
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even when the causative organism 
ee 
may be a “persistent staph 


GLUCOSAMINE POTENTIATED TETRACYCLINE WITH 


increases the certainty of 
safe, rapid response 


AS PROVED BY extensive clinical trials—an over-all 
success rate of more than 94% was achieved in a total 
of 3,280 cases. t 


AS PROVED BY success in mixed infections—more 
than 95% of 1,000 acute and chronic respiratory tract 
infections were successfully treated; a 99% cure rate 
was achieved in mixed bacterial pneumonias. t 


AS PROVED BY effectiveness in “problem infec- 
tions’’—a response rate better than 96° was recorded 
in a group of 221 gastrointestinal infections including 
chronic intestinal amebiasis; 91% of 465 urogenital 
infections were successfully controlled. 


AS PROVED BY excellent safety record—extremely 
well tolerated; discontinuance of medication was 
necessary in only 11 of 3,280 patients. 


A significant number of the above cases had not responded 


to other antibiotics. 


Cosa-Signemycin is particularly valuable in home and office, 


where susceptibility testing is difficult or impractical. 


SUPPLY: Capsules (green and white), 250 mg. and 
125 mg. 

New Oral Suspension (raspberry-flavored), 2 oz. bottle, 
125 mg. per teaspoonful (5 cc.). 

New Pediatric Drops (raspberry-flavored), 10cc. bottle, 
5 mg. per drop, plastic calibrated dropper. 


Average dosage: For adults, 1-2 Gm. daily in divided 
doses; proportionately less for children, depending on 
age, weight, and severity of infection. 


tLiterature and bibliography available on request. 


*Trademark 


ivr) Science for the world’s well-being PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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CLINICAL BRIEFS FROM MODERN PRACTICE 


What differentiates “renal diabetes” (renal | 
glycosuria) from diabetes mellitus? 9 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 
170 mg.%, or more. 


Source: Joslin, E. PR; Root, H. E; White, RP, and Marble, A.: The Treatment of Diabetes 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 


A“URINE-SUGAR PROFILE” FOR 
The new CLINITEsT Urine-Sugar 
Analysis Set contains an improved oka 7 
Analysis Record form that enables 

even closer control of the moderate 

and the severe diabetic. Daily urine- 

sugar readings may be connected to 

produce a graph—a day-to-day 

“profile” that reveals at a glance 

individual trends and degree of 

control. 

*GP 16:121 (August) 1957. 


color-calibrated 


SS ee MODERATE AND THE SEVERE DIABETIC 
the STANDARDIZED 
urine-sugar test forreliable 
| coger quantitative estimations AM ES 
“ ; COMPANY, INC 
...the most satisfactory 
method for home and Sessieinedienaite 
office routine testing.”* 
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relief from the suffering and 


mental anguish of 


THORAZINE™ sce, 


one of the fundamental drugs in medicine 


) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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